Experiences of operating department assistants in the peri-operative environment by Marais, Trudy Rene
COPYRIGHT AND CITATION CONSIDERATIONS FOR THIS THESIS/ DISSERTATION 
o Attribution — You must give appropriate credit, provide a link to the license, and indicate if
changes were made. You may do so in any reasonable manner, but not in any way that
suggests the licensor endorses you or your use.
o NonCommercial — You may not use the material for commercial purposes.
o ShareAlike — If you remix, transform, or build upon the material, you must distribute your
contributions under the same license as the original.
How to cite this thesis 
Surname, Initial(s). (2012). Title of the thesis or dissertation (Doctoral Thesis / Master’s 
Dissertation). Johannesburg: University of Johannesburg. Available from: 
http://hdl.handle.net/102000/0002 (Accessed: 22 August 2017).    
 
EXPERIENCES OF OPERATING DEPARTMENT ASSISTANTS IN 
















Faculty of Health Sciences 
 
At the  
 
UNIVERSITY OF JOHANNESBURG  
 
Supervisor: Prof Charléne Downing 
 


































I would like to dedicate this study to all my work colleagues and friends who taught me so 
much, supported and inspired me as a keen student in the peri-operative environment. Your 
constant caring and sharing allowed me to develop into a skilful, specialised nurse and fall in 





I would like to give thanks and praise to our Heavenly Father for allowing me the opportunity 
to undertake and complete this journey. “I am with you always”. Matthew 28:20. 
 
I acknowledge the following people who supported and guided me throughout this study: 
 
My research supervisor Prof Charléne Downing, I would like to thank you from the bottom of 
my heart for your kindness and caring, your passion and expertise. Your constant support, 
enthusiasm and critique that radiated throughout this journey were much appreciated. May 
your kindness, knowledge and caring continue to bless many more. Thank you for believing 
in me and allowing me to believe in myself. May our heavenly Father continue to bless you 
abundantly. 
 
My co-supervisor Prof Elzabe Nel, thank you for your expertise, passion and guidance and 
your kindness enriching young researchers. May our heavenly Father richly bless you. 
 
To my parents for always being there, encouraging me and loving me the way you do. I 
appreciate and love you madly. 
 
To my partner and friend, Rubin; know that I thank and appreciate you for every step of this 
journey you have walked with me. I am grateful, for the endless cups of tea, meals prepared, 
chocolates, and sweets and all the late nights you stayed up with me.  
 
I would like to thank Mediclinic Higher Education and Training for allowing me the 
opportunity to conduct this study. 
 
A big thank you to all the participants. Your passion and enthusiasm for the peri-operative 
environment is much appreciated. I wish you well and may you grow from strength to 
strength. 
 
To all my work colleagues, thank you so much for your constant support, your expert advice 
and the endless chocolates, donuts and milk-tart moments. Those moments were most 
welcomed and appreciated and for that, I graciously thank you. 
 
 vi 
I am particularly grateful to Doctor Douline Minnaar, my independent coder and Miss Leatitia 
Romero, language editor. Thank you so much for your patience, availability and expertise in 
this study. 
 
I would like to give a hearty thank you to Miss Dorcas Dikomo Rathaba at the Faculty of 
Health Science library. Know that I am truly grateful for generous assistance and availability 
of your time.   
 
To Jason Solomons, thank you for graciously assisting me with the drawing.  
 
To all my friends and family who constantly supported me throughout my study, thank you 





Operating room nurses are specialised nurses who work in the peri-operative environment. 
Due to the global shortage of specialised nurses, the Operating Department Assistant (ODA) 
was introduced into the peri-operative environment to assist the operating room nurse. 
These ODAs are not nurses, yet they have similar duties to that of the operating room nurse. 
This overlapping of duties in the peri-operative environment has led to stress and role 
ambiguity among the ODAs. Hence, the researcher was keen to investigate this 
phenomenon by asking the research question; how is it for you to be an operating 
department assistant in the peri-operative environment? 
 
The purpose of this study was to gain an understanding of ODAs’ experiences in the peri-
operative environment, and to formulate recommendations to facilitate the ODAs into the 
peri-operative environment as burgeoning peri-operative practitioners. A qualitative, 
exploratory, descriptive and contextual design was followed using a phenomenological 
research method. This study focused on the exploration and description of ODAs’ 
experiences in the peri-operative environment. Individual unstructured interviews were 
conducted until data saturation was reached, and field notes were used to gain an 
understanding of the lived experiences of the ODAs. The findings of the research were 
utilised in describing recommendations to facilitate the integration of the ODAs as 
burgeoning peri-operative practitioners. 
 
Purposive sampling was used to select ODAs who have successfully completed a Diploma 
in Operating Department Assistance in accordance with the South African Qualitative 
Authority (2013). Data collected through the individual, in-depth interviews and field notes 
were analysed using Giorgi’s five-step method to reveal the all-important construct of the 
phenomenon. From the findings, two themes and categories were revealed. Theme one 
reflected that ODAs experienced happiness, as they felt pride, joy, an understanding of their 
duties, and fostered teamwork with their colleagues in the peri-operative environment. 
Theme two centred on the unhappiness ODAs experienced in terms of role confusion, 
distrust, emotional suppression, limited professional and exploitation in the peri-operative 
environment. 
 
Lincoln and Guba’s measures of trustworthiness were established using the principles of 
credibility, transferability, dependability, and confirmability. Ethical principles, namely respect 
for autonomy, non-maleficence, beneficence, and justice were also adhered to throughout 
the research process. The limitations and strengths of the study were identified, and 
 viii 
recommendations were made based on the findings of the study. These recommendations 
may be applied by nursing higher education institutions, nursing managers, policymakers 
and future researchers. 
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OVERVIEW OF THE STUDY 
 
1.1  INTRODUCTION 
 
Specialised nurses are a tremendous asset in rendering optimal patient care throughout 
their peri-operative journey. The global shortage of qualified operating room nurses (ORNs) 
led to many challenges in the peri-operative environment, including cancellations of many 
peri-operative patients and the introduction of the operating department assistant (ODA) 
(Viszolai, 2016:29). This new skills mix was introduced to assist the ORNs in the peri-
operative environment (Van Zyl, 2017:28). Botha (2015:1) states that the ODA was 
predicted to be the fastest-growing occupation in the United States of America’s healthcare 
industry since 1991. However, despite ODAs being introduced at all three private healthcare 
groups in South Africa, they were still not considered as part of the surgical team and were 
often asked about their role at one of the private healthcare groups (Vizsolai, 2016:3). Due 
to the knowledge deficit and lack of understanding regarding the role and purpose of the 
ODA, this study explored and described the ODAs’ experiences in the peri-operative 
environment to gain an understanding of their lived experiences in the peri-operative 
environment at a private hospital in Gauteng, South Africa. 
 
1.2  BACKGROUND AND RATIONALE 
 
Nurses are pillars that preserve the structures of the healthcare system (Maphosa, 2016:32). 
Without the registered nurse at the patient’s bedside, basic nursing care cannot be rendered 
and this poses a risk to the patient’s health (House of Commons Health Committee 2017:9; 
Ball, 2017:14). Moreover, this situation cripples the state of the healthcare system. The 
shortage of nurses has been a critical problem persisting for many years (Anderson, McKee 
& Talbot, 2017:3). According to the World Health Organization (WHO) (WHO, 2016:6) a 
shortage of nine million nurses is expected by 2030, and 18 million healthcare workers by 
2035 (Goodare, 2017:51); global research reports multiple reasons for the shortage of 
nurses. Countries, including Canada the United States of America, the United Kingdom and 
Australia, are also adversely affected by the shortage of nurses, together with the sub-
Saharan countries. Nordic countries experience different nursing ratios to that of the sub-
Saharan countries, reporting 1 000 nurses to 100 000 people in comparison to 10 nurses to 
100 000 people. Therefore, both high- and low-income countries experience shortages of 
nurses, but face different hurdles within the healthcare system (Anderson, et al. 2017:2). 
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According to Goodare (2017:52), the reason for the shortage of nurses may be categorised 
based on individual factors or organisational factors, often called the pull and push factors. 
These factors are experienced by many other countries like Sweden, Brazil, the United 
Kingdom, United States of America, Africa and South Africa on different levels (Anderson, et 
al. 2017:2; Chiduku, 2016:61). 
 
1.2.1 Factors leading to the shortage of nurses  
 
The factors leading to the shortage of nurses are discussed in the sections that follow. 
 
1.2.1.1 Job dissatisfaction 
 
Factors leading to the shortage of nurses vary from migration, age, bullying, finance and 
professional development. According to Björn, Josephson, Wadensten and Rissén 
(2015:878), Gyllensten, Andersson and Muller (2017:1), job dissatisfaction has been a 
leading factor in the shortage of nurses within the European Union. Long hours of work 
contribute to nurses’ unhappiness which, in turn, affects their mental and physical health. 
Brazil nurses also experience long hours of work, leaving the nursing force to continue to 
maintain the structure of the healthcare system. In South Africa, the skilled-staff shortage, 
including nurses, paramedics and doctors, have led to many health workers working 
overtime. The overwhelming numbers of patients have put a significant strain on the 
country’s infrastructure, which is also crumbling as standards are dropping and no longer 
being maintained. With specialised doctors and nurses leaving the country, it places severe 
strain on the remaining staff who try to compensate for these losses by attending to many 
patients and, at times, performing duties outside their scope of practice (Mlambo & Adetiba, 
2017:66). It was reported by Flinkman, Isopahkala-Bouret and Salanterä, (2013:1) that 
globally 4–54% of experienced nurses have intentions of leaving their jobs or the profession 
as a result job dissatisfaction. The intention to leave was due to the excessive demands of 
their jobs, burnout and poor work remuneration (Flinkman, et al. 2013:2). Similarly, Pillay 
(2009:8) stated that work demands, remuneration, stress and the limited opportunities for 
professional growth and promotion for most nurses, were factors leading to job 
dissatisfaction (Mlambo & Adetiba, 2017:65-66). 
 
1.2.1.2  Generation 
 
Globally, the younger generation fails to find nursing attractive or remain in the nursing 
profession (De Oliveira, Griep, Luciana Portela & Rotenberg, 2017:2). This was also 
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experienced in the United States, as research indicates the current nurses’ average age 
distribution differed from that of the 1980s, when most nurses were under the age of 40; in 
2018, the majority of nurses’ were aged between 50-59 (Richardson, 2011:6). New Zealand 
and Australia’s nurses’ current ages range between 47-57 years (Vafeas & Hendricks, 
2017:89; Walker, Clendon & Willis, 2018:6) and in SA, most registered nurses are aged 
between 50-59 (South African Nursing Council, 2018:n.p.). This is of great concern as the 
average age is close to that of retirement, 60-65 years.  
 
1.2.1.3  Migration and retention 
 
Migration is another contributing factor to the shortage of nurses. This includes new 
beginnings, adventure, professional growth and better salaries, particularly for those in the 
sub-Saharan countries, Brazil, India and Australia (Walker, et al. 2018:6; Chiduku, 2016:61; 
Mokoena, 2017:25; Mlambo & Adetiba, 2017:62-63). Research indicates that there are 
several factors contributing to the migration of people, listed as the push factors – which 
include poor working conditions, crime and famine – and the pull factors – better wages, 
adequate security, good educational facilities and a better political environment (Mlambo & 
Adetiba, 2017:64). Inadequate security at the hospital also causes feelings of a lack of 
safety. In one of the public hospitals in Gauteng Province, a nurse was raped and stabbed 
on the hospital premises (News 24, 2014:n.p.), causing great concern for the safety of 
nurses and medical staff in the country, contributing to the migration factor (Mlambo & 
Adetiba, 2017:66-67). 
 
In SA, the 1994 democratic elections paved the way for change for South Africa nurses. 
They were protected by the Constitution and Bill Rights, which allowed every citizen to 
choose their trade, occupation or profession freely. Nurses left the country in droves as they 
sought greener pastures in countries like Canada, the United Kingdom, and the Arabian 
countries (House of Commons Health Care Committee, 2017:19). As a result, South Africa 
also has a great pool of foreign nurses, with Zimbabwean nationals being the largest number 
employed in the private sector. ‘Moonlighting’ or working at another institution of your choice 
to complement your salary is another factor leading to migration (Gain, 2015:22), along with 
economic improvement (Pretorius, 2018:20). Moreover, often basic equipment is not present 
in public and private hospitals, while hospitals abroad boast state-of-the-art equipment, 
thereby attracting the South Africa nursing force. 
 
Strategies focused on the retention of the South Africa nurses were introduced by the South 
African Department of Health. The Occupational Specific Dispensation policy provided for 
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retention by limiting the remuneration gap between private and public health workers 
(Pretorius, 2018:31; Mahlathi & Dlamini, 2017:22). This was an incentive to attract nurses to 
the public sector. Yet Mahlathi and Dlamini (2017:22) mention that finance is not the only 
incentive to retain the nurses but equipment in good working condition, the availability of 
medicines, and good working conditions are all factors that play a part. The availability of 
bursaries and government funding, such as housing subsidies similarly influence the 
retention of nurses in the public sector (Mahlathi & Dlamini, 2017:22). 
   
1.2.1.4  Organisational values and beliefs  
 
According to Goodare (2017:52), the values and beliefs of an organisation nurture the 
behaviour of the nurses, promoting a good reputation for the organisation. If values and 
beliefs are not nurtured by the organisation, commitment towards the organisation is 
diminished or even lost as nurses lose their trust in the organisation. Work demands become 
burdensome, stressful and unbearable for those nurses trying to maintain the healthcare 
system. The lack of support needed internally and externally of the organisation becomes an 
issue, and the idea of resignation and migration seems attractive (House of Commons 
Health Committee, 2017:13).  
 
1.2.1.5  The shortage of specialised nurses  
 
Globally, the shortage of registered nurses led to a particular deficit of specialised registered 
nurses (Hutchinson, 2016:3; Ceschini, 2016:263). Many countries, including the United 
States, Australia, United Kingdom and South Africa are threatened by nurses’ retirement 
age, which further contributes to the shortage of nurses. Most student nurses train at 
recognised institutions for three to five years, completing a diploma or degree course, and 
then become licensed or registered by a nursing governing body as a registered nurse. In 
order to become a specialised nurse, a registered nurse must work in a particular 
department in the healthcare facility, for example, the intensive care unit (ICU), Nephrology, 
emergency room or the operating room, gaining experience and later completing a further 
qualification in this department (Yang, Lv, Zhou, Liu & Mi, 2017:2; Breedt, 2017:17-18; 
Msuya, Blood-Siegfred, Chugulu, Kidayi, Sumaye Machange, Mtuya & Pereira, 2017:75). 
 
In Sweden, research indicates that the shortage of specialised nurses in the peri-operative 
environment led to poor outcomes for the patients and the healthcare system. Due to the 
number of patients and the shortage of scrub and anaesthetic nurses, operations were 
cancelled as the demand for work outweighed the ratio of specialised nurses, and operating 
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duties could thus not be met (Björn, et al. 2015:878). According to Sadler (2017:56), the 
shortage of ORNs also posed a challenge in the United States, impacting on peri-operative 
clinical training and curriculum development in nursing programmes. This led to reduced 
interests and awareness regarding employment opportunities in the peri-operative 
environment among new graduates. Corbett (2017:8) states that due to insufficient numbers 
of nurses being trained in the United Kingdom, the ODA was introduced into the peri-
operative environment to assist ORNs. In SA, the ODA was similarly introduced into the peri-
operative environment to assist the ORNs due to the shortage of ORNs (Breedt, 2017:2), 
which was evident in state and private hospitals as several peri-operative cases were 
postponed (Van Zyl, 2017:28). Hence, a new skills mix was introduced in SA. 
 
1.2.3  The introduction of the Operating Department Assistant 
 
In 2008, a private healthcare group commenced a two-year certificate for non-nursing 
personnel in Operating Theatre Practice. Once qualified, these nurses were referred to as 
Operating Theatre Practitioners (OTPs). In 2010, a two-year diploma in Operating Room 
Practice was introduced at a private healthcare group. The term ‘OTP’ was no longer used 
on qualifications, but rather Operating Room Practitioner (ORP). Both of these qualifications 
were created to address the shortage of ORNs and assist in the peri-operative environment 
by performing circulating and scrub duties. However, the shortage of anaesthetic nurses led 
to a revision of the curriculum and the commencement of a new programme; a three-year 
diploma in Operating Department Assistance (ODA) within a private healthcare group. This 
course was accredited by the Council of Higher Education to address the shortage of ORNs 
(Van Zyl, 2017:28) in the peri-operative environment. This programme was also accredited 
by the Department of Higher Education and Training for the private healthcare sector. The 
first group of students commenced their training on 1 January 2013 in the Gauteng, Central 
and Cape Region. In 2016, the South African Qualitative Authority (SAQA) granted 
permission for ODAs to be independently trained by a recognised private healthcare group 
to perform circulating, scrub and anaesthetic duties within the peri-operative environment 
(Van Zyl, 2017:26). 
 
Essentially, ODAs are meant to assist the ORN in the peri-operative environment (Van Zyl, 
2017:28). The ODAs are not nurses and therefore are not registered with the South African 
Nursing Council (SANC). Currently, ODAs are not registered with a statutory body but are 
overseen by the Council of Higher Education, leading to a formal qualification. A private 
healthcare group in South Africa recently delivered a proposal to the Health Professional 
Council of Southern Africa (HPCSA), requesting approval for statutory governance for 
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ODAs. In 2013, the three-year diploma in Operating Department Assistance was registered 
with the (SAQA) at an entry-level six qualification with the National Qualification Framework 
(NQF) (SAQA, 2018:n.p.; Botha, 2015:2); a Grade 12 pass, with Mathematics, Biology, or 
Physical Science are the entry requirements for this specific course (Mediclinic Private 
Higher Education Institution, 2018:online) and Mathematics literacy Computer literacy and 
Life sciences are admission requirements at another private healthcare group (Life College 
of Nursing, 2018:n.p.). 
 
1.3  RESEARCH PROBLEM STATEMENT 
 
In the peri-operative environment, the ORN is a qualified registered nurse, with peri-
operative experience or a post-basic qualification in peri-operative nursing. The ODA has an 
in-house qualification in peri-operative care. In the peri-operative environment, every 
surgical team member undertakes specific duties. The duties of the ORN and ODA are 
similar as both perform scrub, circulating and anaesthetic duties (Viszolai, 2016:3). The 
researcher has observed that the duties of the ORN and ODA overlap, and both categories 
seem confused regarding their functional role. These uncertainties lead to feelings of 
ambiguity and tension (Eakin, 2015:2). This experience has been caused as the functional 
role of the ODA and the ORN was not clearly stated or discussed, yet there is an 
expectation of duties and responsibilities from both categories regarding their functional 
roles, work progress and hierarchal status (Palomino & Frezatti, 2016:166). This poses 
significant challenges as the peri-operative environment is complex and challenging (Jones, 
2010:248) in light of the procedures being performed, the high turnover of patients, medical 
risks involved, and the urgency that some of these cases bring (Meyer, 2017:29). The 
research question stemming from this situation is thus: “What are the ODAs’ experiences in 
the peri-operative environment at a private hospital?” 
 
The words ‘Operating Department Assistant’ are often followed by these questions: “Who 
are they?”, “Are they nurses?”, “What do they do or what can they do?” These questions led 
the researcher to admit that a gap exists and it is necessary for people to be informed about 
ODAs and their role. 
 
1.4  RESEARCH PURPOSE 
 
The purpose of this study was to gain an understanding of ODAs’ experiences in the peri-
operative environment, and to formulate recommendations to facilitate the ODAs into the 
peri-operative environment as burgeoning peri-operative practitioners. 
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1.5  RESEARCH OBJECTIVES 
 
The research objectives were: 
 
• To explore and describe ODAs’ lived experiences in the peri-operative environment. 
• To provide recommendations to facilitate the ODAs into the peri-operative environment as 
burgeoning peri-operative practitioners. 
 
1.6 DEFINITION OF KEY CONCEPTS 
1.6.1  Experiences 
 
Experiences are defined as life-changing processes that allow for encounters as an 
individual journey through life (Moagi, Janse Van Rensburg & Maritz, 2018:361). It relates to 
the individuals’ inquiry regarding their lived experience as it actually occurs in the real world 
(Abrahams, 2016:4). Their existence in the real world brings about life changes as they are 
exposed to different feelings, emotions, and perceptions, comprehensible to them (Polit & 
Beck, 2017:471). Through their comprehension of everyday life activities, life moulding and 
adventure, knowledge is acquired to use when that everyday life activity occurs. In this 
study, experiences relate to the daily activities and occurrences encountered by the ODAs 
as skilful practitioners in the peri-operative environment. 
 
1.6.2  Operating Department Assistant 
 
The ODA is a member of the surgical team in the peri-operative environment, who is 
licensed by the Association of Surgical Technology (AST) in the United States, and the 
Health and Care Professional’s Council (2018:n.p.) or Allied Health in the UK (Frey, 2018:6). 
In this study, the ODA is an individual who has successfully obtained a Diploma in Operating 
Department Assistance at a private healthcare group, and performs the duties of scrubbing, 
circulating and assisting with anaesthesia in the peri-operative environment. Scrubbing 
duties involve total care of the patient, including preparation of the operating room, care of 
the patient throughout the operative procedure – including cleaning and draping the patient – 
swab, sharps and instrument counts, documentation and knowledge of the surgical 
procedure. Circulating duties involve preparation of the theatre, assisting the sterile team 
members, documentation and knowledge of the procedure in order to provide safe care for 
the patient. Anaesthetic duties involve caring for the patient while under anaesthesia. The 
ODA assists the anaesthetist under direct supervision to maintain the patient’s airway, 
monitor vital signs, document and maintain the anaesthesia while the surgeon operates on 
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the patient. Haemodynamic monitoring is also maintained as the patient is monitored 
holistically (Viszolai, 2016:22). 
 
1.6.3  Peri-operative environment 
 
The peri-operative environment refers to the area utilised immediately pre-, intra- and post-
operatively when care is administered to the patient. It requires knowledge, skills and the 
application of various specialised equipment to execute invasive and non-invasive 
procedures (Phillips, 2016:27). In this study, the peri-operative environment includes the 
patient’s journey from arrival at the reception area, being transferred to the operating room, 
and then being transferred to the post-anaesthetic care unit for full recovery on completion of 
a surgical procedure/intervention. Interaction is not only with the patient but with the rest of 
the surgical team. There is also liaising with the surgical unit, where the patient is admitted 
pre- and post-operatively. Within the peri-operative environment, there is further 
communication and engagement with the management, pharmacy, central sterile store 
department (CSSD), between recovery room or post-anaesthetic care unit (PACU), the 
surgical team within the operating room and the cleaning staff. This interaction is of vital 
importance to ensure a successful and safe journey for the patient throughout the peri-
operative environment (Phillips, 2016:86-88).  
 
1.6.4  Private hospital 
 
A private hospital is a private healthcare facility or establishment owned by private 
stakeholders, not the state or government. It is an establishment that renders medical care 
to patients paying cash or through medical insurance. It is classified by the minister of health 
as a clinic not owned by the state (Government Gazette, 2004). In this study, a private 
hospital refers to a healthcare facility that renders patient care to various private paying 
patients, where the ODAs, along with other healthcare members, assist in rendering patient 
care by executing surgical procedures in the peri-operative environment. 
 
1.7  PARADIGMATIC PERSPECTIVES  
 
A paradigm is defined as a worldview and general outlook on the intricacies of the real world 
(Pretorius, Van Dyk, Small & Amukugo, 2016:178). A paradigm also refers to a body of 
reference through which observation and understanding may be organised (Babbie, 
2015:32). It includes a multitude of logically related concepts that provide a theoretical view 
to guide the research method (Justus & Nangombe, 2016:90). According to Guba (1990:18 
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& 31), paradigmatic perspectives are characterised by three concepts, namely ontology 
(referring to the nature of reality), epistemology (referring to the relationship of the inquirer 
and the known), and methodology (referring to the method of inquiry and providing in-depth 
knowledge of the phenomenon being explored). These concepts provided a framework for 
observation and awareness for the research being conducted. 
 
1.7.1  Meta-theoretical assumptions 
 
A meta-theory is defined as the body of beliefs regarding the nature of theory and research. 
A meta-theoretical or meta-paradigmatic assumption directs the research decisions and 
provides parameters and framework for the theoretical statements being made (Justus & 
Nangombe, 2016:91). According to Polit and Beck (2017:663), meta-theoretical assumptions 
are views considered to be true and not testable. Meta-theoretical assumptions assist with 
the construction of empirical knowledge by utilising an existing theory, namely Benner’s 
theory for the purpose of this study (Rooddehghan, Nayeri & Okhovat, 2015:29). It is agreed 
that meta-paradigms must include essential concepts, regardless of the various categories 
of theories. Meta-paradigms are defined as worldviews or summaries of a certain discipline, 
and in health science includes the person, health, environment and nursing (McKenna, 
Pajnkihar & Murphy, 2014:110; Van Niekerk, 2017:5).  
 
1.7.1.1  Person 
 
According to Benner (1982), a person is defined as a self-interpreting being (Murray, Sundin 
& Cope, 2019:199). Benner explained that a person does not enter the world as an 
established being, but gets to define themselves or become the person they are by 
journeying through life (Vizcarra, 2013:5). It implies that experiences encountered through 
the journey of life encourage growth, which in turn allows the person to be defined and 
become who they truly are (Quick, 2016:225). In the world, the person experiences a slow 
and non-pensive understanding of the self and is often seen as a participant journeying 
through life. Benner believed there are important aspects that make up the person’s 
comprehension. Together, these aspects of a person, comprises a person in the world. 
Brykczynski cites Benner and Wrubel’s (1989) four aspects of a person’s comprehension as 
being: 1) the role of circumstances, 2) the role of the body, 3) the role of personal concerns, 





1.7.1.2  Health 
 
Health is defined by theorist Patricia Benner as wholeness or the wellbeing of a person 
(Vizcarra, 2013:7). Benner states that health viewed as wellbeing comes when a person 
engages in proper self-care, cares and feels cared for, and where one trusts oneself, the 
body and others (Benner & Wrubel, 1989:161). Health constitutes being well or being ill and 
focuses on the lived experiences of being well and being ill (Benner & Wrubel, 1989:7). She 
further explains that health is not only the absence of disease, as disease may be present in 
the body without physical evidence or symptoms. Being well and being ill is a manner of 
living in the world and not only the absence of disease. Ill health is viewed as an evident loss 
of bodily function or inadequate functioning of the body, whereas disease can be assessed 
on a physical level (Lewallen, 2011:4). 
 
1.7.1.3  Environment 
 
The term ‘environment’ is also viewed as the ‘situation’ as the situation conveys a social 
environment with social clarity and importance (Benner & Wrubel, 1989:80). Benner and 
Wrubel (1989) adopted the phenomenological concepts of being in the situation and the 
meaning of the situation. Accordingly, the situation is where social interaction occurs; it is a 
place that human beings have created in contrast with the natural environment (Benner & 
Wrubel, 1989:84). This means a person’s present situation, including habits, personal values 
and perspectives are influenced by their past. A person enters into a situation with their own 
views and understanding, and how they interact in the situation is dependent on their 
personal interpretation (Lewallen, 2011:4). 
 
1.7.1.4  Nursing  
 
Benner described nursing as a caring practice of science that is guided by the morals and 
ethics of care and responsibility. Moreover, nursing is an “enabling condition of connection 
and concern” (Benner & Wrubel, 1989:4). The person, being the nurse or healthcare 
practitioner, is enabled to concern themselves regarding the wellbeing of the patient as they 
display a caring nature towards the ill patient (Brykczynski, 2013:129). The nurse/health 
practitioner-patient relationship is one of a nurturing, caring and emotional experience. With 
regards to ill health, disease and wellbeing, Benner views nursing care as a situation where 
the lived experiences of nurses, and other health practitioners are captured (Ozdemir 
2019:1280). This is applicable to the ODAs who are not nurses, but who execute similar 
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duties to those nurses working in the peri-operative environment and who are caring for the 
patients. 
 
1.7.3  Theoretical assumptions 
 
A theoretical assumption is a system of questions and statements to be explained or the 
understanding of a phenomenon being explored. It is often based on scientific models or 
theories which already exist (Justus & Nangombe, 2016:92). The theory applied in this study 
is Benner’s theory, ‘from novice to expert’ (Murray, et al. 2019:201). This theory assisted the 
researcher in demonstrating that the knowledge and skills acquired by the ODAs are 
essential to ensure expert skills are being displayed in the peri-operative environment. The 
training must therefore develop a burgeoning peri-operative practitioner in the peri-operative 
environment. Expert skills also lead to good standards and patient safety, which is important 
in the peri-operative environment (Murray, et al. 2019:200). Benner’s theory includes five 
stages, as discussed next. 
 
1.7.3.1  Benner’s Theory - From Novice to Expert  
 
Benner’s module from novice to expert skills can be acquired through continuous support 
from mentors, facilitators, and the rest of the multidisciplinary team members (Murray, et al. 
2019:201). The acquisition and development of expert skills are acquired by the nurse, ODA, 
and other healthcare practitioners by integrating Benner’s five stages of clinical competence 
from Novice to Expert. 
 
Stage 1: Novice 
In the novice stage, the practitioner has no experiences or skill in the situation in which they 
perform (Murray, et al. 2019:201). At this stage, practitioners depend on prompts and cues 
as they lack the confidence to execute tasks adequately and safely. They follow instructions 
according to rules as they cannot make sound judgement due to their lack of experience 
(Quick, 2016:225).  
 
Stage 2: Advanced Beginner 
The advanced beginner stage is described as the practitioner beginning to display 
marginally acceptable work output due to prior experience of being in the situation (Fraley, 
2016:7). Knowledge is developed based on the execution of basic duties, and the 
practitioner needs occasional supervision or cues from their mentors (Quick, 2016:226; 
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Murray, et al. 2019:201). As efficiency and skill are acquired, duties are perhaps completed 
within a certain timeframe (Ozdemir, 2019:1281). 
 
Stage 3: Competent 
The competent stage describes where more experience is acquired, leading to efficiency, 
systematic organisation and confidence. This is acquired as a result of exposure in the 
actual work situation for two to three years by the nurse or health practitioner (Benner 
1982:402). At this stage, no prompts or cues are needed to execute their duties. The nurse 
or health practitioner establishes perspective to consciously execute abstract and 
analytically contemplated plans from which problems are presented (Benner, 1982:404). The 
conscious, intentional planning is a characteristic of the level of efficiency and organisation 
achieved (Murray, et al. 2019:200). However competent, the nurse or health practitioner 
lacks flexibility and urgency and therefore has not acquired the ability to manage the clinical 
disarray presented in the situation. Experience is still needed to gain that expertise 
(Brykczynski, 2013:124). 
 
Stage 4: Proficient 
The proficient stage is where the practitioner views every circumstance as holistic and 
recognises the normal from the abnormal in the work environment. They acknowledge the 
urgency of work and recognise the level of priority. Decision-making is quickly established 
due to actual experience acquired in the real situation (Brykczynski, 2013:125).  
 
Stage 5: Expert 
The expert stage is described where duties are intuitively executed. No guidance or 
supervision is needed, as experience acquired over the years is now displayed using expert 
knowledge and skill (Stinson, 2017:53). Each problem that is presented is accurately 
diagnosed, wasting no valuable time to intuitively perform or execute duties. The expert 
performs duties with a deep conscious understanding of being in the clinical situation. The 
nurse or health practitioner’s expertise allows for flexibility as experience is not limited, 





Figure 1.1: Benner’s module  
(Source: UAB Professional Studies, n.d.) 
 
1.7.4  Methodological assumptions 
 
A methodological assumption refers to the logical steps, plan of action, choice of design, and 
the connection of a particular method conducted to deliver the objectives of the research 
study (Justus & Nangombe, 2016:92; Mason, 2018:32). Social constructivism or 
constructivism is a philosophical worldview or paradigm and is seen as a method to conduct 
qualitative research. According to many social theorists, human beings seek comprehension 
of the world in which they live and work. From this comprehension, they draw personalised 
meanings of their experiences, which are pointed towards certain objects. These meanings 
are multiple and varied, which result in researchers seeking the difficulty in their meanings 
(Creswell & Creswell, 2018:8). The aim of this research was to allow the participants to 
share their experiences by telling their story, and their encounters were interpreted through 
social and historical interactions; social, as they interact on a daily basis with others, hence 
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social constructivism (Creswell & Poth, 2018:24), and historically, as the participants’ lives 
are governed by norms, traditions and culture (Creswell & Creswell, 2018:8). Crotty 
(1998:42) identified in his constructivist assumption that all human beings interact with the 
world and build meanings from their interactions. For this interaction to be interpreted, open-
ended questions are used to share the individuals’ views. It is therefore the researcher’s 
responsibility to apply the research process (Creswell & Poth, 2018:24). In this study, the 
ODAs told their stories as they shared their lived experiences of working in the peri-
operative environment. The researcher played an essential role in gathering data from the 
participants, often immersing herself in the study, to know and understand the issues or 
problems experienced by the participants, and being mindful not to project her own 
experiences. In order to narrate the truth or reality of the lived experiences of the ODAs, the 
researcher needed to remain true to the study, thus presenting a holistic view (Creswell & 
Poth, 2018:42). 
 
1.8  RESEARCH DESIGN 
1.8.1  Research design 
 
A qualitative, exploratory, descriptive and contextual research design was applied (Gray, 
Grove & Sutherland, 2017:25) to understand the ODAs’ lived experiences in the peri-
operative environment at a private hospital. Gray, et al. (2017:25) defines ‘qualitative 
research’ as a holistic, inductive and interactive process describing the lived experiences or 
social behaviours of the persons concerned. Gray, et al. (2017:29) also states that the 
exploratory, descriptive design is a method of exploring and describing people’s situations or 
lived experiences. The ODAs’ lived experiences in the peri-operative environment were 
explored and interpreted through interaction with the researcher. The researcher therefore 
ascribed meaning to this phenomenon through the interview process. 
 
Phenomenology is a qualitative research method and accentuates that philosophy to study 
human beings’ perceptions in their real-world (Pretorius, 2018:36). A phenomenologist, 
Edward Husserl, focused on the phenomenon itself. Van Manen (2017:2) explains that 
Husserl believed consciousness was the only access that humans had to the world as they 
experienced it. Anything that falls outside our consciousness falls outside the realms of our 
possible lived experiences (Dowling & Cooney, 2012:4). The purpose is to capture the 
essence of the experience in context, without theorising, explaining or interpreting the 
experience (Creswell & Creswell, 2018:13). According to Husserl’s philosophy, in describing 
the lived experiences, the researcher must be mindful of their own preconceptions and 
biases, and implement bracketing (Dowling & Cooney, 2012:6). 
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Martin Heidegger (2015:236) argues that it is impossible to avoid preconceptions and an 
understanding of the naivety of the world. He believes that phenomenological researchers 
describe how participants interpreted or gave meaning to their experiences. Heidegger 
further acknowledges that researchers need to analyse the participant’s experience, looking 
for the hidden meaning and presenting a rich word picture of the phenomenon (Creswell & 
Poth, 2018:65; Dowling & Cooney, 2012:10). By this, Heidegger believed that humans stand 
unconcealed in the world and are able to relate to the world (Heidegger, 2015:235).  
 
1.8.2  Research method 
 
A phenomenological research method was used in this study. It is a humanistic method of 
describing the lived experiences of people, from their understanding or view (Gray, et al. 
2017:29; Patton, 2015:115). A phenomenological research method is conducted by 
exploring and describing a phenomenon that is consciously lived by people. In this study, the 
focus was therefore not to obtain objective, observed accounts, but report on the ODAs’ 
perspectives and lived experiences in the peri-operative environment. The ODAs’ spoken 
words have meaning as they portray feelings and thoughts that represent their lived 
experiences. Through in-depth interviews, a thick, detailed description of the lived 
experiences was interpreted. 
 
1.8.2.1  Population 
 
A population is defined as all the persons who meet certain criteria in a given world (Gray, et 
al. 2017:65). The population for this study consisted of 13 ODAs within a private healthcare 
group in Gauteng. The target population is a group of persons who meet specific principles 
to participate in the research study (Gray, et al. 2017:65). For the purpose of this study, the 
target population was ODAs, who were older than 18 years of age, had successfully 
obtained a diploma in Operating Department Assistance, and were working in the peri-
operative environment at a private hospital in the Gauteng Province, South Africa, at the 
time of data collection. 
 
1.8.2.2  Sampling 
 
Sampling is defined as the process of selecting certain elements, for example, groups, 
behaviours or attitudes, to include in a research study (Gray, et al. 2017:329). In this study, 
purposive sampling was used. Purposive sampling is the conscious and purposeful selection 
of people who will provide rich information on the phenomenon being explored (Patton, 
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2015:265). For the purpose of this study, the ODAs who had successfully obtained a 
diploma in Operating Department Assistance and were working in a peri-operative 
environment at a private healthcare facility provided rich information on their lived 
experiences in the peri-operative environment, thus allowing the researcher to gain an 
understanding of the phenomenon. The sample size was 13 participants who were recruited 
by invitation from six private hospitals within a private healthcare group. The inclusion 
criteria specify certain characteristics a person should possess to be part of the target 
population (Gray, et al. 2017:331). In this study, the ODAs fit the inclusion criteria, if they: 
 
• possessed a completed diploma in Operating Department Assistance (SAQA, 2018:n.p.), 
and 
• worked in the peri-operative environment, and had been, for more than six months at the 
time of data collection. 
 
1.8.3  Data collection 
 
Data collection is defined as verbal and non-verbal interaction between the participants and 
the researcher to explore and describe the lived experiences of the participants (Bengtsson, 
2016:10). This interactive process brings richness to the study as the lived experiences are 
shared through individual in-depth interviews, illuminating the phenomenon being studied. In 
this study, data were collected by an open-ended question: “How is it for you to be an 
ODA?”  
 
Unstructured, broad, open-ended questions were used to probe and provide elaborate 
details of the lived experiences of the participants (Pierce, 2018:93). The researcher did not 
lead the participants during interviews but provided positive support through paraphrasing 
and empathetic listening (Padilla-Diaz, 2015:105). The duration of the interview was 
approximately 45-90 minutes. The venue, date and time allocated for the individual, in-depth 
interviews were decided by the researcher and the participants (see Appendix F, G and H). 
With permission from the participants, an audio-recorder was used during the interviews to 
accurately capture the data being shared, thereby increasing the credibility of the captured 
data (see Appendix G and H). During interviews, the actions, interactions and behaviours of 
the participants in their choice of setting was captured by observation and written field notes 
(see Appendix F, H). Interviews continued until data saturation was reached. Gray, et al. 
(2017:508) defines ‘data saturation’ as data beginning to repeat itself as similar patterns of 
data start to emerge. A pilot study was also conducted to improve the interview guide prior to 
the main study. 
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1.8.4  Data analysis 
 
Data analysis is defined as reviewing collected data in order to acquire an understanding 
and interpretation of new literature (Gray, et al. 2017:269). For this study, unstructured 
interviews and field notes were analysed to gain an understanding and interpretation of the 
lived experiences of the ODAs. Using Giorgi’s five steps of analysis (Giorgi, Giorgi & Morley, 
2017:182), the collected data were analysed. All transcripts were coded, which refers to 
labelling or tagging data gathered in a research study to assign themes (Gray, et al. 
2017:329). All analysed data were coded and divided into categories, themes and 
subthemes. 
 
Giorgi’s steps follow: 
 
• Step 1: All collected data are read to attain knowledge and become familiar with the 
phenomenon being explored. 
• Step 2: As the transcripts are analysed and scientific reduction is made, emerging themes 
are detailed and the actual phenomenon is described. 
• Step 3: The transcripts are reread. The descriptions from the emerging themes are 
related and given meaning as descriptions do not reflect the actual lived experiences of 
the participants (Giorgi, et al. 2017:186). 
• Step 4: The descriptions of the original data from the participants are highlighted, 
reflecting the true sharing of the phenomenon. Each description is interpreted according 
to the rich lived experiences of the participants. 
• Step 5: A comparison is made from the first and last description and interpreted to ensure 
that the essence of the lived experiences is accurately and consistently reflected by the 
participants (Giorgi, et al. 2017:187). 
 
For a true reflection of data analysis, an independent coder who has a PhD in qualitative 
research, and who is familiar with qualitative research, assisted in reviewing the analysed 
and coded data (Bernard, 2018:11-12). This contributed to affirming the findings’ authenticity 
and a consensus conversation was conducted. All transcribed data were thus sent to the 
independent coder for verification and interpretation. A confidentiality agreement (see 
Appendix A) was signed by the independent coder, stating that all information regarding the 
study remained confidential and that no information would be made known by the 
independent coder, unless consent was given by the parties concerned. 
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1.8.4.1  Literature control 
 
A literature control was conducted to determine what is already known in comparison to 
what is required to add to the themes of the study (Gray, et al. 2017:690). Because of the 
exploratory nature of this study, the researcher needed to attentively observe the 
participants in order to comprehend and build on their in-depth knowledge (Creswell & 
Creswell, 2018:27). Knowledge is also acquired from other various relevant literature 
sources (Polit & Beck, 2017:88).  
 
Keywords, which are words identified from the title of your research study, were used to 
search databases to determine what is known, the similarities, emerging themes and the 
existing gaps relating to the phenomenon under investigation. Keywords that were used in 
the database search included ‘experiences’, ‘operating department assistants’, ‘surgical 
technologists’, ‘operating theatre practitioner’, ‘peri-operative environment’, ‘private 
hospitals’, ‘operating room nurses’, ‘registered nurse’ and ‘shortage of nurses’. The 
consulted sources consisted of electronic and printed articles, conference papers, textbooks, 
scientific journals, dissertations, theses, and electronic databases like CINAHL, MEDLINE, 
academic libraries, and South African databases, including University of Johannesburg 
dissertations. 
 
The literature control covered articles from 2015 to 2019 from various databases including 
CINAHL, EBSCOhost, Google Scholar, Medline, Science Direct and Wiley over six months. 
They provided a good review and important referencing. With the aid of the electronic 
databases, the novice researcher was able to expound on the experience of the ODAs in the 
peri-operative environment. A primary source is a descriptively written report conducted by 
the actual researcher whereby literature is obtained from a thesis or a dissertation 
conducted by a researcher. A secondary source is a descriptive study prepared by other 
researchers who are not the original researchers. 
 
Table 1.1: Search strategy - inclusion and exclusion criteria  
Search Inclusion Criteria Search Exclusion Criteria 
Experiences as lived daily encounters 
Excluded perceptions as the researcher did 
not want to know how they perceived things, 
but what they encountered daily 
Operating Department Assistants, Operating 
Theatre Practitioners, Surgical Technologists 
Excluded registered nurses as they are a 
different category of the peri-operative team 
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Search Inclusion Criteria Search Exclusion Criteria 
as different titles used in different countries 
where they scrub, circulate and assist in 
anaesthesia 
Peri-operative environment as it includes all 
three phases: pre-, intra- and post-operative 
environment 
Excluded operating room as this is very 
specific and does not include all the peri-
operative phases  
South African Nursing Council (SANC) for 
the definition of the ORN and the registered 
nurse 
Excluded assisted surgical technicians or 
surgical care practitioners as they assist the 
surgeon intra-operatively 
Shortage of nurses as this led to the 
deficiency of ORNs 
Excluded specialised nurses as they would 
refer to managers or shift leaders 
ORNs as they are scrub practitioners 
Excluded other categories and registered 
nurses as seen as not influential in the peri-
operative environment  
Allied health organisations as they are 
responsible for governing the ODAs 
Excluded SANC as it is not the governing 
body for the ODAs 
Private hospital as the ODAs are only 
employed in the private hospitals in South 
Africa 
Excluded public hospitals as the ODAs are 
not employed this sector in South Africa 
 
1.9  STRATEGIES OF TRUSTWORTHINESS 
1.9.1  Credibility 
 
Credibility refers to the findings of the research study being credible and factual according to 
both the participants and the researcher (Korstjens & Moser, 2017:121). Credibility was 
achieved as the researcher made use of data triangulation utilising unstructured individual 
interviews, field notes and audio recordings for data collection. Rapport was established as 
the researcher met with the participants for refreshments before the unstructured individual 
interviews commenced at their choice of venue (see Appendix H). A prolonged engagement 
was experienced as the participants expressed or verbalised their lived experiences during 
the unstructured individual interviews, and the researcher attained insight into the 
phenomenon being explored. Peer examination was employed as the researcher interacted 
with her research supervisors for academic guidance throughout the study. Member checks 
occurred to prove the accuracy of the data as the researcher returned the summarised data 
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to the participants after it was categorised into patterns, themes and subthemes (Krefting, 
1991:219) to improve the richness or interpretations of the study (Anney, 2014:275-276). 
 
1.9.2  Transferability 
 
Transferability refers to the context of the study fitting into a similar research setting. The 
content may apply to other participants (Korstjens & Moser, 2017:121). For the purpose of 
this study, a purposive sampling strategy was used to provide a dense description of the 
ODAs’ lived experiences in the peri-operative environment through data collection until data 
saturation was reached (Anney, 2014:277-278). A detailed description of the ODAs’ lived 
experiences in the peri-operative environment in a private hospital was documented and 
made available to other researchers to be used as a comparison in similar research settings. 
 
1.9.3  Dependability 
 
Dependability is the reliability and consistency of the study (Korstjens & Moser, 2017:121). 
The research steps must be visible and consistent; from the study’s development to 
recommendations. Data were collected through individual, unstructured interviews, 
observations and field notes to accurately capture, transcribe and code the data. These 
findings and interpretations were supported with data collected from the participants. 
 
1.9.4  Confirmability 
 
Confirmability refers to the objectivity of the researcher to avoid being biased in the research 
study (Gray, et al. 2017:66; Korstjens & Moser, 2017:121). In this study, data collection and 
analysis were guided by the researcher’s supervisors and the independent coder confirming 
the originality, accuracy and consistency of the scripts. Data were collected through 
individual interviews to obtain in-depth knowledge of the phenomenon. The data were 
broken down into smaller meaningful units to maintain the essence of the study, and 
emerged themes were analysed and interpreted to represent an understanding of the real 
world. The true essence of the study was reported (Anney, 2014:278). 
 
1.10  ETHICAL CONSIDERATIONS 
 
Ethical clearance was sought from the Higher Degree Committee and the Research Ethical 
Committee of the Faculty of Health Sciences, University of Johannesburg, after the 
submission of a research proposal by the researcher. Permission was granted by the 
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committees concerned for the researcher to conduct the study (see Appendix A, HDC-01-
97-2018 and Appendix B, REC-01-121-2018). Permission to conduct the study at the 
researcher’s place of employment was requested in writing from the Higher Education and 
Training Manager and the Chief Human Resources Officer (see Appendix E), who then 
requested permission from seven private hospitals in the Gauteng Province, where the study 
was to be conducted. Once consent was received from all seven private hospitals, consent 
was provided to the researcher to conduct the study. No interference was committed during 
this process. Permission was granted to the researcher in writing by the Chief Human 
Resources Officer, the Higher Education and Training Manager, and the research committee 
of a private nursing education institution in the Gauteng Province (see Appendix I). 
 
Ethics refers to the study of morality (Dhai & McQuoid-Mason, 2011:3). It includes a network 
of principles regarding choices, actions, and manages the process of decision-making 
regarding what is right or wrong. Hence, research is guided by ethical principles, which the 
researcher is required to adhere to by being responsible in protecting the participants and 
the information provided (Fouka & Mantzorou, 2011:4). All human beings have rights, 
governed by the constitution and international codes (Dhai & McQuoid-Mason, 2011:14). For 
the purpose of this study, the researcher applied the ethical principles of autonomy, 
beneficence, non-maleficence, and justice (Dhai & McQuoid-Mason, 2011:24). The 
researcher respected these principles, ensuring that no harm was done to the participants or 
the private hospitals involved as information was communicated in the research study 
information letter (see Appendix F) and participants signed their written consent to 
participate in the study (see Appendix G). 
 
1.10.1  The principle of autonomy 
 
Autonomy is defined as the right of an individual to make decisions (Dhai & McQuoid-
Mason, 2011:38; McQuoid-Mason & Dada, 2011:32). Before engaging in this study, an 
information letter (see Appendix F) was sent to all participants at the seven private hospitals 
inviting them to participate in the study. This letter also informed each participant about the 
purpose and objectives of the study. Every participant had the choice to consent or decline 
participating in the study. It was entirely the participant’s decision, and no coercion took 
place to encourage participation (Polit & Beck, 2017:80). Each participant voluntarily 
consented by signing a written consent form to participate in the study, and every participant 
had the choice to withdraw from the research study at any given time, without consequences 
or penalties (see Appendix F). Any decision to discontinue their participation was respected. 
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1.10.2  The principle on beneficence and non-maleficence 
 
Beneficence is defined as ‘doing good’ to others (Dhai & McQuoid-Mason, 2011:41; 
McQuoid-Mason & Dada, 2011:40). Non-maleficence is described as doing little or avoiding 
harm; both physically and psychologically (Dhai & McQuoid-Mason, 2011:43; McQuoid-
Mason & Dada, 2011:295). All participants were informed about the risks and benefits of the 
study (see Appendix F). Therefore, it was imperative that each participant experienced 
minimum harm and maximum benefit (Polit & Beck, 2017:79). The provision of a safe and 
secure environment benefitted the participants as they related their lived experiences in the 
peri-operative environment. Emotional harm could have been experienced as the 
participants relived uncomfortable or painful experiences during the interview process. In the 
event of any distress or discomfort during this process, the interview was halted until the 
participant felt ready to continue with the interview. Support was provided by a psychologist 
on request by the resident occupational health nurse, who assisted with counselling and 
therapy for those participants who experienced any form of distress or discomfort during the 
interview process. 
 
1.10.3  The principle of justice 
 
The principle of justice is defined as the manner in which an individual is treated (Dhai & 
McQuoid-Mason, 2011:46; McQuoid-Mason & Dada, 2011:248), regardless of age, gender, 
race, religion, or experience. Each participant was treated with fairness and equality, as 
every participant who fit the inclusion criteria was invited to participate in the study. If the 
participant wished to withdraw from the study, they could do so without any penalties or 
consequences (see Appendix F and G). All interviews were conducted in a private area to 
maintain the anonymity and confidentiality of the participant (Gray, et al. 2017:171). All data 
obtained throughout the study were safeguarded by the researcher and will remain private 
and confidential. The data were kept locked away in a safe and was only accessible through 
the use of a password known only by the researcher. All data were assigned a code for the 
protection of all participants, and in the event of publication, no identities will be revealed or 
exposed. A confidentiality agreement was signed between the researcher and the 







1.11 STRUCTURE OF THE DISSERTATION 
 
Chapter 1: Overview of the Research Study 
In this chapter, the researcher presented the introduction, background, research problem 
and purpose of the study. Moreover, the methodology, data collection and analysis, 
principles of trustworthiness, ethical considerations and the structure of the dissertation were 
discussed.  
 
Chapter 2: Research Design and Method  
In this chapter, the type of research design and the method applied to justify the research 
study are provided. 
 
Chapter 3: The Research Findings and Contextualisation of Literature 
This chapter includes a presentation of the research findings, which are contextualised in 
literature. 
 
Chapter4: Evaluations, Recommendations, Limitations and Conclusion 
This chapter presents the conclusions of the study, limitations experienced within the study, 
and recommendations obtained as a result of the findings. 
 
1.12  SUMMARY 
 
In this chapter, the researcher introduced an orientation to the study that was conducted, 
which addressed the experiences of ODAs in the peri-operative environment at a private 
hospital in Gauteng, South Africa. The key concepts were defined, and the research design 
and method were described. This included clarification on the population, sample, sample 
method, data collection method, data analysis method and trustworthiness. The ethical 
considerations that were adhered to throughout this study were also presented. In Chapter 
2, the researcher provides a detailed description of the research design and methodology 









RESEARCH DESIGN AND METHOD 
 
2.1  INTRODUCTION 
 
Chapter 1 described the rationale and purpose of the study. In Chapter 2, the researcher 
describes the research design, method, and reasoning strategies utilised in this study. The 
researcher provides a detailed description of the qualitative, exploratory, descriptive and 
contextual design that was utilised to conduct a systematic enquiry of the lived experiences 
of the ODA in the peri-operative environment. Further details include the setting, population, 
sample, sampling, data collection, analysis and measures of trustworthiness to conclude this 
chapter.  
 
2.2  RESEARCH DESIGN 
 
Creswell and Creswell (2018:11) describe a research design as a type of inquiry which 
provides a specific direction for procedures within the design. A research design is an overall 
plan that offers a method to conduct a research study. The research design further provides 
guidance through planning and the implementation of steps to achieve justification for the 
study. Therefore, the choice of design establishes the ultimate knowledge to support the 
research question being explored, including the purpose (Gray, et al. 2017:52). The research 
design that was selected best described the phenomenon being explored, met the 
objectives, and answered the research question in this study. 
 
Using a qualitative, exploratory, descriptive and contextual research design, with a 
phenomenological method, the researcher included all steps and procedures to address the 
research problem and support the research purpose to gain an understanding of the ODAs’ 
lived experiences in the peri-operative environment (Creswell & Poth, 2018:64). In a 
phenomenological research method, the researcher’s purpose is to explore and describe the 
perceptions of the participants in their real-life situations and provide a holistic, richly detailed 
description of the phenomenon under investigation (Creswell & Poth, 2018:65). 
 
2.2.1  Qualitative research design 
 
According to Gray, et al. (2017:62) qualitative research is a scholarly method used to 
describe the everyday life experiences, cultures, and social interactions from the perspective 
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of the participants involved. The researcher explores the intensities and intricacies of human 
lives as they actually occur (Creswell & Creswell, 2018:13.). A qualitative design focuses on 
the participants’ life stories and establishes new knowledge regarding this phenomenon. A 
phenomenon is described as a conscious awareness experienced by human beings, unique 
to every individual, in time and context. The researcher’s aim was to explore and describe 
this unique experience producing a thick, richly detailed description of the participants in their 
natural environment (Creswell & Poth, 2018:64). The researcher was interested in the 
participants’ experiences in the peri-operative environment and, through collaboration, 
sought an understanding of their real world. Understanding was achieved as the researcher 
engaged in participants’ real-word as unstructured, face-to-face, in-depth interviews were 
conducted (Björn, 2016:24). This yielded the opportunity for the researcher to capture first-
hand in-depth knowledge as the ODAs’ shared their experiences in the peri-operative 
environment and thus built a deeper understanding of this phenomenon. 
 
2.2.2 Exploratory research design 
 
Exploratory research designs are employed to explore phenomena of interest (Martins, 
2018:46). It is designed to increase the knowledge in the field of study and not purposed to 
the generalisation of the larger population. An exploratory research design generates new 
knowledge which is unknown. Once the phenomenon has been fully explored, and a deeper 
understanding of the phenomenon is understood, new information is acknowledged and 
introduced. This type of research is conducted to describe the phenomenon related to the 
participants and promote a better understanding of the phenomenon (Gray, et al. 2017:29). 
 
The ODAs in the peri-operative environment afforded the researcher this opportunity as the 
researcher explored this phenomenon using in-depth, unstructured interviews to gain a better 
comprehension of their rich experiences as perceived in their real world. Using national and 
international literature to assist with the conduct of this study, recommendations were 
developed to support a specific population, namely the ODAs (Baloyi, 2016:24).  
 
2.2.3  Descriptive research design 
 
Descriptive research is a scientific method which involves observing and describing the 
behaviour of an individual, group or situation, without any influence (Pretorius, 2018:37). A 
descriptive research design provides an accurate account of the attributes of individuals, 
groups or situations. It is aimed at casting light on the phenomenon being explored or a 
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particular situation that already exists. This design provides insight into the participants’ real 
world (the ODAs), as little is known about their experiences in the peri-operative environment 
at a private hospital. New knowledge was therefore accessed by the researcher through data 
collection, employing a process of describing and interpreting the participants’ lived stories 
(Gray, et al. 2017:28). Data collection was conducted within the participants’ natural 
environment, gathered through in-depth unstructured interviews (Castleberry & Nolen, 
2018:808). The participants’ feelings, concerns and experiences emerged as they shared 
their real-world perspectives. Multiple interpretations exist as the participants engaged in 
verbal descriptions and observable behaviours, forming the foundation of their meanings. A 
descriptive research design was most fitting as it enabled the researcher to describe the lived 
experiences of the ODAs in the peri-operative environment. 
 
2.2.4  Contextual research design 
 
Contextual research assists the researcher in the description and exploration of the 
participants in their natural environment and provides a better understanding of the 
phenomenon (Sithole, 2018:62). Qualitative research is context-bound and employs many 
strategies to gain insight into the phenomenon being explored. Contextual research designs 
allow for the participants to share their lived experiences, as the researcher engages with the 
participants, listening, observing their behaviour, and asking questions. This is necessary to 
become familiar with the participants’ real world. Through this process, the researcher is able 
to understand the various contexts, perceptions, and the forces that shape the participants’ 
experiences (Ravitch & Carl, 2016:148).  
 
This study was conducted at a private hospital group in the northern region of Gauteng. The 
hospital group has a broad skills mix employed in the peri-operative environment, including 
the ODAs. The ODA is a new skills mix introduced into the peri-operative environment. Their 
duties are to scrub, circulate and assist with anaesthesia in various disciplines, which include 
General, Obstetrics and Gynaecologic, Urology, Neurology, Ears, nose and throat, 
Orthopaedic, and Ophthalmic surgery. Thirteen participants from the private healthcare 
group employed in theatre for a duration of six months or longer, provided information for this 
study. The participants offered rich, in-depth knowledge during face-to-face, unstructured 
interviews as they shared their experiences in the peri-operative environment, at a private 
hospital group in Gauteng. 
 
Significant value was contributed by the participants within the context of a private hospital 
group as the ODAs shared their experiences with the researcher, who then explored and 
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described these experiences. This study was made possible by the information obtained 
from the individual, in-depth interviews with participants. 
 
2.2.5  Research setting 
 
The study was conducted in Gauteng at one of the three Gauteng private healthcare 
facilities. The participants were employed at six of the private healthcare facilities in the north 
of Gauteng. The peri-operative environment where the participants were employed was 
where they conducted their practical component as student ODAs. The peri-operative 
environment houses five to ten peri-operative rooms with various categories of healthcare 
practitioners who form part of the surgical team. It comprises a deputy nursing manager, unit 
manager, and registered nurse (some who have a post-basic diploma in operating nursing 
science), enrolled nurses, nursing assistants registered with SANC, and accessory services 
like housekeeping, x-rays, pharmacy and central sterile stores department.  
 
The peri-operative environment is a formidable and multiplex environment (Meyer, 2017:29). 
The need for scrub and anaesthetic practitioners was high in the peri-operative environment 
at the private healthcare facility and drove the introduction of the ODAs (Van Zyl, 2017:26). 
The duties of the ODA include assisting the anaesthetic doctor with anaesthesia, scrubbing, 
and assisting the surgeon and his assistant to complete the surgical procedure, circulate by 
assisting the registered nurse during the surgical procedure, and assist the registered nurse 
in the recovery room. In the recovery room, the ODA prepare the recovery room by checking 
the functionality of the equipment and the emergency trolley. The ODAs work according to 
their scope of practice, which excludes nursing duties in terms of the administration of 
medication and independently recovering a patient (Van Zyl, 2017:26). 
 
Between the six private healthcare facilities, the ODAs assist various disciplines. General, 
orthopaedic, neurology, ear, nose and throat, diagnostics, urology, gynaecology, max facial 
and ophthalmology are often where the ODAs will assist, depending on the type of discipline 
executed in that private healthcare facility. ODAs rarely work in Cardiac, vascular and Cath 
laboratory surgery. Due to the nature of these disciplines, the ODAs may undertake a short 
course within the healthcare facility in order to work in these specialty areas.  
 
2.3  REASONING STRATEGIES 
 
Reasoning strategies are thought processes of reasoning to organise ideas, thoughts and 
experience to reach a conclusion. These types of strategies are visible in a verbal 
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presentation of a logical argument where all parts are linked to form a logical conclusion. 
Reasoning is also categorised by the discipline of logic into inductive and deductive 
reasoning. One type of reasoning is often dominant over another. In this chapter, reasoning 
strategies were utilised to draw logic from the themes derived from the in-depth individual 
interviews as the ODAs’ lived experiences in the peri-operative environment were explored 
and described (Gray, et al. 2017:6). 
 
2.3.1  Inductive reasoning 
 
Inductive reasoning is reasoning from a specific to a general view, whereby observation is 
made and brought together as a whole or general statement (Polit & Beck, 2017:8). The 
objective is to gather new information regarding the research question and deduce themes 
based on specific observations (Sauce & Matzel, 2017:1). Inductive reasoning entails 
drawing a conclusion from the facts in a logical manner. The inductive process involves 
back-and-forth reasoning between the themes and the databases until a comprehensive set 
of themes are developed by the researcher (Creswell & Creswell, 2018:181). The researcher 
searched databases related to the phenomenon concerned. The data were inductively 
gathered by organising themes into more abstract groups of information. In this study, data 
were gathered by the researcher through audio-recorded, in-depth, individual, unstructured 
interviews utilising field notes as the lived experiences of the participants were freely shared. 
The themes and subthemes were supported by the literature control identified from the 
database. 
 
2.3.2  Deductive reasoning 
 
Deductive reasoning is a process of reasoning from a general statement to a more specific 
view (Polit & Beck, 2017:8). This process assisted the researcher to draw a conclusion from 
the new knowledge obtained from participants. The researcher could then move from a 
general view of the ODAs’ experiences to a specific view as the research study was 
conceptualised within a private healthcare group in Gauteng. 
 
2.3.3  Analysis  
 
Analysis refers to a logical process of streamlining information where there is no room for 
doubt or discernment. Data analysis is a process that organises and reduces data, thus 
giving it a specific meaning (Gray, et al. 2017:312). Data analysis entails working with data, 
breaking data into smaller sections, coding them, and searching through synthesis for 
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patterns and themes. Data analysis in this study was conducted using Giorgi’s four steps and 
the researcher’s field notes from the interviews and audio recordings to organise the feelings, 
thoughts and experiences of ODAs in the peri-operative environment (Baloyi, 2016:17). 
 
2.3.4  Synthesis 
 
Synthesis refers to a process of joining all components of the study and making it a whole 
(Harvard Education, 2018:n.p.). It is the act of combining opinions, beliefs, facts and data to 
create interesting new information. The unknown experiences of ODAs in the peri-operative 
environment were brought to light as inductive reasoning of data was conceptualised. This 
process involved comparison, a critique of data, and an evaluation to reach a conclusion.  
 
2.3.5  Inference  
 
Inference requires inductive reasoning to move from a specific view to generalised truth (Polit 
& Beck, 2017:160). Through relevant conceptualisation using exploration, description, and 
reviewed literature, a conclusion was obtained. Recommendations were provided to integrate 
the ODAs into the peri-operative environment to develop burgeoning peri-operative 
practitioners. 
 
2.3.6  Derivation 
 
Derivation is a process of receiving information from one source and transporting this 
information to a new source after comparison. Grove, Burn and Gray (2013:280) state that 
this is a process of data immersion for the researcher. Derivation was achieved through 
reading transcripts, rereading all new empirical data, and reflecting on all observations 
gathered in the data collection process. For the purpose of this study, the researcher 
immersed herself in transcribing the interviews on the lived experiences of ODAs in the peri-
operative environment, generating new knowledge to enable her to provide 
recommendations to integrate the ODAs in the peri-operative environment as burgeoning 
peri-operative practitioners. 
 
2.4  RESEARCH METHOD 
 
Polit and Beck (2017:742) describe a research method as a technique used to structure a 
research study by collecting and analysing data in a systematic manner. A research method 
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is a technique utilised by researchers to collect and analyse data to answer the research 
question. It is seen as a guide to completing the research study (Martins, 2018:48). The 
problem and purpose of the study determine the type of research method to be used to 
conduct the study (Ellis, 2018:n.p.).  
 
The researcher focused on the selected methodologies, including the population, sampling, 
data collection, data analysis and measures of trustworthiness. The selected methodology 
addressed the research question and assisted the researcher in the planning and collection 
of data.  
 
2.4.1  Phenomenological research design 
 
A phenomenological method is a design that facilitates the exploration of human beings’ 
everyday life experiences as it occurs and assigns accurate description to the experiences 
(Centre for Innovation Research and Training, 2018:n.p.). A phenomenological approach 
provides reflection and interpretation by the researcher who fully engages in the research 
data (Gray, et al. 2017:29). Phenomenology is derived from philosophy and psychology, and 
is designed for enquiries into the phenomenon concerned. The enquiry is conducted by 
conversation, individual or group interviewing, and the use of field notes (Creswell & 
Creswell, 2018:13; Gray, et al. 2017:256-257). This method was utilised in this study as it 
best describes and explores the meaning of participants’ experiences. 
 
A phenomenological research design is made possible using the following steps (Centre for 
Innovation Research and Training, 2018:n.p.): 
 
• Bracketing is the process of recognising and monitoring any preconceived ideas or beliefs 
about a phenomenon being researched. It is important for the researcher to attain an 
unbiased perspective when conducting research as the researcher ‘brackets out’ any 
preconceptions. Bracketing is essential to phenomenological reduction as this process 
isolates the phenomenon and detaches it from what is already known. 
 
• Intuition requires the researcher to become fully submerged in the study and the 
phenomenon. The researcher is to remain open to the meaning of the phenomenon as 
experienced by those living the phenomenon. The process of intuition concludes a 
comprehension of the phenomenon. This process may also require the researcher to vary 
data collection or questioning until a level of comprehension is attained. 
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• Analysis involves a process of analysing data, whereby the researcher becomes fully 
immersed in the rich descriptive data and uses processes – including coding and 
categorising – to organise the data. The aim is to arrange the data into themes and 
describe the phenomenon according to those who actually experienced it. 
 
• Description is the last phase of the process where the researcher utilises comprehension 
of the data in order to define and describe the phenomenon and communicate the findings 
to others.  
 
The researcher, a registered nurse with a post-basic diploma in operating nursing science, 
remained unbiased during this study. A rich description was sought as the researcher 
conducted individual, face-to-face, in-depth interviews to explore and describe the ODAs’ 
lived experiences of the peri-operative environment. The researcher used the question “how 
is it for you to be an ODA?” to obtain information on the ODAs’ lived experiences in the peri-
operative environment.  
 
2.4.1.1  Population  
 
Population refers to people or groups who have the same criteria in a given world (LoBiondo-
Wood & Haber, 2018:33). In this study, the population was the ODAs who provided rich, in-
depth knowledge as the researcher explored and described their lived experiences. At the 
time of data collection, the ODAs were working in the peri-operative environment in Gauteng, 
in the northern region, and had successfully obtained a diploma in Operating Department 
Assistance. All the ODAs were over the age of 18 years and employed at a private hospital 
group for more than six months. Six private hospitals within the northern region of Gauteng 
consented to participate in the research study, with an accessible target population of 13 
participants. 
 
2.4.1.2  Sample and sampling 
 
A sample refers to people or elements selected from within a population to participate in a 
research study (Holloway & Galvin, 2017:142). Sampling refers to a group of people, 
elements or events who have similar behaviours or attributes in a given world (Gray, et al. 
2017:329). Purposeful sampling is a primary sampling method utilised in qualitative 
research. It entails participants purposefully being chosen to participate in a study. This 
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stems from the core constructs and the research questions. Purposeful sampling is 
undertaken as the researcher believes that the participants have the same inclusion criteria 
or attributes (Ravitch & Carl, 2016:537). Purposeful sampling was chosen for this study as 
ODAs consciously provided in-depth information regarding the phenomenon being explored. 
This sample of participants met all criteria as ODAs with a diploma qualification in Operating 
Department Assistance, working in a peri-operative environment at a private hospital, for six 
months or longer in Gauteng. A sample size of 13 participants was recruited by invitation 
from six private hospitals within the private healthcare group. The inclusion criteria specified 
that a person needed to possess certain criteria to belong to the target population (Gray, et 
al. 2017:331). In this study, the ODAs fit the inclusion criteria, if they: 
 
• possessed a completed diploma in Operating Department Assistance (SAQA, 2018:n.p.), 
and 
• worked in the peri-operative environment, and had been, for more than six months at the 
time of data collection. 
 
2.4.1.3  Data collection 
 
Data collection is a process whereby many strategies are employed to gain new information 
(Breedt, 2017:48). It is cyclical, emergent, recursive and constant. Data collection is 
inductive, with processes that build upon and influence each other in real time (Ravitch & 
Carl, 2016:112-113). Ravitch and Carl (2016:145) further explain that data collection is 
systematic, rigorous and intentional. For the purpose of this study, the researcher conducted 
in-depth, unstructured, individual interviews to explore and describe the ODAs’ experiences 
in the peri-operative environment. 
 
a) The role of the researcher  
The role of the researcher is to interact with participants in conversation and purposefully 
gain information from them (Gray, et al. 2017:259). The researcher engages in conversation 
with the participants to comprehend the feelings, thoughts and perceptions of the 
participants’ real world. The researcher is seen as an instrument in obtaining information 
from the participants, as the researcher probes, actively listens, clarifies and observes the 
behaviour of the participants (Holloway & Galvin, 2017:93 & 94; Polit & Beck, 2017:463). It is 
important for the researcher to capture the essence of the conversation with the participants 
and not rely on assumption while writing field notes (Holloway & Galvin, 2017:90). Therefore, 
the researcher needs to remain mindful of her own thoughts and ideas, focusing on avoiding 
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bias and keeping it real as the researcher documents exactly what the participants verbalise 
(Grove, et al. 2013:197). 
 
For the research to be successful, the researcher created a platform for the participants to 
share their experiences, following the research process. To conduct this study, ethical 
clearance and permission were granted by the Research Ethics Committee of the Faculty of 
Health Sciences, University of Johannesburg, and Research Ethics Committee of a private 
healthcare group in southern Africa. Permission was also granted by the hospital and unit 
managers of the private health group. The researcher was permitted to conduct the study in 
six hospitals in the northern region of Gauteng. There was communication via email and 
telephone with the unit manager in the peri-operative environment requesting contact details 
of the ODAs to invite them to participate in the study. After telephonically contacting the 
participants, the following was delivered requesting their permission to participate in the 
study: 
 
• Research study information letter (see Annexure F) 
• Participants research consent form (see Annexure G) 
• Permission to use an audio-recorder in the interview (see Annexure H) 
 
The participants were purposefully recruited as they were qualified ODAs, working for more 
than six months in a peri-operative environment at a private healthcare facility in Gauteng, 
and would provide rich information regarding this phenomenon.  
 
b) In-depth phenomenological interview 
The interview is another strategy employed by qualitative researchers to gain new 
information (Creswell & Creswell, 2018:187). An in-depth phenomenological interview refers 
to the verbal dialogue between the participants and the researcher in obtaining in-depth, 
individualised and contextualised data. The goal of phenomenological interviews is to gain 
insight into the participants’ lived experiences, comprehend how they make sense of and 
build reality in relation to the phenomenon (Ravitch & Carl, 2016:112-113). 
 
The researcher conducted interviews with the participants to engage with them in order to 
provide relevant and in-depth descriptions regarding their lived experiences in the peri-
operative environment. The participants had to describe the processes and experiences in 
detail, allowing the researcher, in turn, to understand and integrate multiple participants’ 
perspectives. The setting was relaxed as it was where the participants had voluntarily chosen 
 34 
to conduct the interview (see Appendix F, G, H). Interviews lasted approximately 45-90 
minutes (see Appendix F). All participants were given full information regarding their 
participation; including details relating to their anonymity and confidentiality (Breedt, 2017:52) 
(see Appendix F). Permission was granted by participants for the use of an audio-recorder to 
capture the data, thereby increasing the credibility of the data. The ODAs’ lived experiences 
were explored and described to reflect their real world. This was achieved by the researcher 




Observation was achieved through the senses of watching, smelling, touching, and listening 
to the participants as they relived their experiences during the interview process (Gray, et al. 
2017:685). Observation can be unstructured as the researcher spontaneously observes and 
records what they see (Gray, et al. 2017:259). Observation allows insight and a deeper 
comprehension of the phenomenon being observed. Every action, interaction and behaviour 
was objectively observed to assist in validating and interpreting the information the ODAs 
shared of their lived experiences. Permission was granted by the participants to the 
researcher to write field notes during the interviews (see Appendix F and H). 
 
d) Field notes 
Field notes are a method used through observation of the participants’ physical and mental 
behaviour as they share their lived experiences with the researcher (De Vos, Delport, 
Fouché & Strydom, 2011:329). Field notes are both descriptive and reflective as objective 
descriptions of conversation, actions, dialogue and context which is observed and 
documented. The notes must be completed by the researcher during or immediately after 
engaging with the participants to avoid losing the essence of the interview (Polit & Beck, 
2017:521). Reflective notes are the researcher’s personal observation, experience and 
reflections throughout the interview process (Polit & Beck, 2017:522). Reflective notes are 
not included with the participants’ findings, but are kept separately in a reflective journal to 
co-construct the meaning of the phenomenon observed. 
 
d.) Methodological field notes 
Methodological field notes refer to the theoretical, logical and organised analysis applied by 
the researcher during the interview process (Polit & Beck, 2017:522). This is made possible 
as the researcher observes the setting, the environment, listening carefully to the participants 
and the audio recordings during the in-depth, phenomenological, individual interviews. The 
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researcher was able to gain insight into the rich data that were gathered as audio recordings 
were listened to during transcriptions, and field notes were completed during and after the 
interview process. The researcher was also able to document her thoughts while they were 
still fresh in her mind as the participants shared their lived experiences (Holloway & Galvin, 
2017:103). 
 
e) Personal field notes  
Personal field notes refer to observations made by seeing and listening, and include feelings 
that may arise during the interview with the participants (Gray, et al. 2017:256). Personal 
field notes provide depth and paint a picture as the participants experience the reality of 
being in the peri-operative environment. Personal notes were completed after repeatedly 
listening to the audio recordings and transcribing the interviews. The emotions stirred within 
the researcher were of sadness, pain and frustration as the participants relived their 
experiences within the peri-operative environment. Before the interviews commenced, the 
researcher often asked which discipline the participants liked best to distract their feelings of 
nervousness. The researcher observed that participants felt frustrated, unwanted, abused 
and sad once she listened to the recorded interviews. All personal notes were documented 
and kept safely in a journal.  
 
In Chapter 3, a detailed structured summary of field notes are provided.  
 
f) Theoretical field notes 
Theoretical notes refer to making sense of the researcher’s notes documented in the field 
(Polit & Beck, 2017:522). Field notes are regarded as ‘raw’ data that may gradually build up 
as the researcher uses this information to categorise various themes. Theoretical notes also 
assist the researcher in getting to know the participants as the researcher begins to 
recognise their tones of voice and body language, which provides in-depth information on the 
phenomenon under study (Mason, 2018:160).  
 
2.4.1.4  Data analysis 
 
In qualitative research, data analysis refers to a process whereby the researcher 
comprehends the data by breaking it down and reconstructing the information (Creswell, 
2014:195). This involves reducing the volume of data and categorising patterns of meaning 
(Gray, et al. 2017:267). Data analysis provides a clear picture painted from the actual 
findings provided by the participants. The actual findings are transcribed verbatim from the 
audio recordings of the interview process. The researcher immersed herself in the study and 
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began analysing the volumes of data to comprehend and interpret this phenomenon. Data 
were then organised into themes, categories and coded for further discussion in Chapter 3 
(Gray, et al. 2017:269). 
 
Giorgi’s five steps of analysis were implemented utilising data from the unstructured 
interviews and field notes. This strategy provided depth, structure and support to the study, 
making it easy for the researcher to implement the analysis. This process also proved 
suitable for the exploration and description of the ODAs’ lived experiences in the peri-
operative environment. Data were also coded by an independent coder (Bernard, 2018:11-
12) and the researcher using the data transcribed from the unstructured, in-depth, individual 
interviews and filed notes. 
 
Stage one 
The data are independently organised and arranged by the researcher and the independent 
coder. All audio recordings are listened to several times to document verbatim and capture 
the essence of the phenomenon in the true spoken words of the participants. The researcher 
who conducted all interviews fully engages in the study to gain a holistic approach and 
familiarity of the study. It is important for the researcher to engage in the interview process to 
actually hear what the participants are saying and not just interpret their spoken words. The 
process of bracketing is incorporated as the researcher avoids any misconceptions and 
ideas regarding the exploration process. 
 
Stage two 
The researcher and the independent coder read and reread the data drawing meaning units 
for the study. Meaning units are words verbalised by the participants which commence the 
analysis process. The units of meanings are categorised into themes and provide relevance 
to the phenomenon being observed. 
 
Stage three 
Step three is the heart of the process. The themes are derived from the common units of 
meaning; data are transformed from the original data by the independent coder and 
researcher. This is supported by the shared quotes of the participants which will be further 
explained in Chapter 3. 
 
Stage four 
The researcher and the co coder present themes from the transcripts, as provided by the 
participants. The themes that evolve are now integrated with the participants’ words and 
 37 
used across the many transcripts analysed. Every unit of meaning is given support by the 
participants’ quotes; explained and supported by the literature provided. A central theme is 
established that present a true reflection of the phenomenon being studied.  
 
Stage five 
The researcher and the independent coder compared the raw data with the findings from the 
study. This was done to re-analyse, clarify and the interpret the findings of the study that 
would support the study and accurately reflect the experiences of the participants 
experiences 
 
In this study, the themes were uncovered in consensus meetings between the researcher 
and the independent coder. The independent coder, who holds a PhD and has expertise in 
qualitative research, provided credibility to the study as consensus was reached regarding 
the themes. The themes were also discussed in a meeting with the researcher’s supervisor 
in order to meet the aims and purpose of the study. Due to the ethical nature of research, the 
participants’ privacy was maintained at all times. The independent coder was informed to 
keep all information confidential and private, and was required to sign a confidentiality 
agreement (see Appendix D). The audio recordings remained confidential in agreement with 
the POPI Act. The interpretation of the analysed data provides new meanings of the ODAs’ 
lived experiences as shared by the participants. 
 
2.4.1.5  Literature control 
 
A literature control is employed to explore literature that provides significant in-depth 
knowledge regarding a phenomenon to integrate into a phenomenological study (Gray, et al. 
2017:690). Literature determines the gaps, the consistencies, inconsistencies and known 
from the unknown regarding a phenomenon being explored. It produces answers to 
questions, understanding of concepts, while also bringing about change to current 
interventions (Fain, 2017:85).  
 
To access relevant literature for the purpose of this study, the researcher used keyword 
concepts such as ‘experience’, ‘Operating Department Assistants/practitioners’, ‘surgical 
technologists’, ‘peri-operative environment’, and ‘private hospital’. Utilising the university’s 
library database and the libraries of other institutions, the researcher sorted online literature 
by consulting the following academic sites; Taylor and Francis, Science Direct, EBSCO host, 
Wiley, Medline, CINHAL, Sage Journals, Google Scholar. The searches were conducted to 
effectively communicate on and enhance the findings of this study (Polit & Beck, 2017:88). 
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Recent articles and various literatures were accessed to capture the latest information on the 
phenomenon. 
 
The literature was sorted to establish what is known regarding the phenomenon, the gaps in 
current knowledge, and to bring about a better understanding of the research being 
conducted. The themes that emerged from the analysed data were compared with the 
current literature available. Thus, the current research problem and objectives of the study 
could be met. The literature was essential to provide insight into the phenomenon to 
adequately explore and describe the ODAs’ lived experiences in the peri-operative 
environment, enabling the researcher to understand their lived world. 
 
2.5    STRATEGIES  OF TRUSTWORTHINESS 
 
Trustworthiness is a qualitative measure to evaluate the truth or rigour of the findings of the 
research study (Billups, 2014:1). Trustworthiness is viewed as the openness in the conduct 
of the study; openness is important to reflect the benefits and the integrity of the findings of 
the study (Connelly, 2016:435). It is further stated that for every study to be worthy of reading 
by other researchers, research is conducted following specific methods and policies 
(Connelly, 2016:435). The method often followed in qualitative research is Lincoln and 
Guba’s (1985) principles of ensuring trustworthiness. These principles include four criteria, 
namely credibility, transferability, dependability, and confirmability. Therefore, to prove the 
rigour of this qualitative study, Lincoln and Guba’s (1985) model – as it was applied in an 
article by Björn (2016) and reinforced by Korstjens and Moser (2017) – is described. 
 
2.5.1  Credibility 
 
Credibility relates to the truth value and confidence researchers have in the accuracy of their 
findings (Krefting, 1991:215; De Swardt, 2012:40). Credibility is revealed by an authentic 
source presenting the lived experiences of the phenomenon being explored, giving insight 
into the participants’ real world (Björn, 2016:52). Credibility, in this study, is described using 
the following strategies: 
 
2.5.1.1 Prolonged engagement 
 
Prolonged engagement is suggestive of the length of time spent in conversation and 
observation with participants (Korstjens & Moser, 2017:121). The duration of the interview 
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enhanced the credibility of the study as in-depth knowledge was gathered in this process. 
Data were collected over a period of five months, commencing in July and completing in 
November 2019. The interviews were conducted at the participants’ convenience and 
availability. Sensitive issues were not divulged in the early period of the interview; however, 
the increased duration of the interview allowed for rapport to be established and more 
sensitive information could then be communicated (Krefting, 1991:217-218). Data collected 
through prolong engagement were utilised to gain an understanding of the participants’ 
experiences and allowed the researcher to familiarise herself with the setting and context of 
the study (Billups, 2014:2). 
 
2.5.1.2  Persistent observation 
 
The collected data were continuously analysed. It was read and reread from the 
transcriptions, ratifying concepts and categories to reveal the richness of the data (Korstjens 
& Moser, 2017:122). 
 
2.5.1.3  Data triangulation 
 
Triangulation refers to researchers employing multiple data sources to generate substantial 
depth and breadth of understanding in their research. The researcher made use of multiple 
data sources, including purposeful observation, field notes, and audio recordings, to enhance 
the authenticity of the data (Björn, 2016:52; Korstjens & Moser, 2017:122). The data analysis 
process included a co-coder who further comprehensively analysed, compared and ratified 
the data, providing new meaning and perspective to the interpretation of the data. The 
researcher also made use of supporting literature sources during the visionary process 
throughout the study (Msweli, 2017:19).  
 
2.5.1.4  Use of peer debriefing 
 
Peer debriefing is a process involving another person. For the purpose of this study, the 
research supervisor reviewed, guided, supported and assisted the researcher in terms of 
with questions regarding the study. This strategy was conducted to resound with people 
other than the researcher. It involves the interpretation of an experienced researcher, like the 
research supervisor, and delivers validity to the study (Creswell & Creswell, 2018:201). 
Regular debriefing sessions with the research supervisor included monthly, bi-weekly and 
weekly sessions as required, to guide the novice researcher. This allowed the researcher to 
grow and moulded the study as the research process was continually being scrutinised. The 
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independent coder also provided feedback and support as the coder extensively analysed 
the interpreted data and assisted the researcher with the themes and categories. On meeting 
the independent coder, a consensus was reached between the independent coder, 
researcher, and the research supervisor. 
 
2.5.1.5  Member checking 
 
Member checking is a process to determine the accuracy of the findings (Billups, 2014:2). 
This report requires the participants involved in the study to check or verify the themes and 
categories reached by the researcher in terms of what the participants were describing as 
they shared their lived experiences of their real world. The findings were discussed during 
follow-up interviews with three participants to ensure the accuracy of the participants’ shared 
experiences and provide them with an opportunity to comment (Creswell & Creswell, 
2018:200). The researcher checked and ratified with the participants, allowing them to 
change or give feedback on the findings and interpretations provided by the researcher. To 
exclude any bias, participants’ actual quotes, data interpretation, conclusion and feedback 
was included for member checking. 
 
2.5.2  Transferability 
 
Transferability refers to the applicability of the research findings to another population or 
setting (Korstjens & Moser, 2017:122). Transferability was assured by the researcher as 
detailed and clear descriptions were provided of the participants’ experiences and contexts to 
enable readers to decide on the application of the research findings in their context. 
Purposive sampling also allows for transferability to similar contexts as the study was 
conducted in the participants’ natural setting. The research setting and demographics were 
previously detailed (see Section 2.2.5 and Table 3.1). Judgement is made by other readers 
on the extent of the findings’ applicability to similar contexts in their settings (Björn, 2016:54; 
Korstjens & Moser, 2017:121). Moreover, descriptions of the findings were supported by 
documenting direct verbatim quotes from the participants, and listening to the audio 
recordings while rechecking the verbatim transcripts for accuracy. Verification was completed 
by the researcher’s supervisor as the supervisor reviewed the transcripts. 
 
2.5.3  Dependability 
 
Dependability, according to the research process, refers to the consistency and repetition of 
the study (Björn, 2016:53). Therefore, the subject, data and setting researched by another 
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researcher remain close to the original researcher’s findings. The data collected in this study 
was the researcher’s own and was documented throughout the research process in 
consultation with her supervisor. All original raw data were kept safely and preserved by the 
researcher (Anney, 2014:278). Data analysis was completed using Giorgi’s five-step method 
of data analysis, described in Section 2.4.1.4. Coding was completed, and consensus was 
reached between the researcher, independent coder and supervisor. Continuous 
supervision, meetings with the supervisor, and reflections by the researcher provided the 
complete transparency required for auditing (Korstjens & Moser, 2017:122). Dependability 
was also established by utilising strategies including an audit trail, a dense description of 
research methods, stepwise replication, data triangulation, peer examination, and code and 
recode procedures. 
 
2.5.4  Confirmability 
 
Confirmability, as a strategy, refers to the objectivity of accuracy, the pertinence and 
symbolisation of data (Martins, 2018:75). To ensure that the transcribed and presented 
words were those of the participants and not the researcher, the use of data triangulation and 
reflexivity enhanced the confirmability. Confirmability endorses that the verbatim quoted 
findings presented by the researcher are a true reflection of the recorded voices of the 
participants. A reflexive journal was maintained by the researcher to support the findings of 
the study and eliminate any form of bias, thereby supporting the accuracy of the data. A data 
analysis process was followed as the data collected during interviews were analysed and 
transcribed, checked and re-checked by the independent coder, supervisor and researcher 
to ensure neutrality and enhance the credibility of the study (Korstjens & Moser, 2017:121). 
 
2.6  SUMMARY 
 
This chapter provided a detailed description of the research method and design employed in 
this study. The research design incorporated the population, sample and sampling, data 
collection and analysis process. In order to gain an understanding of the ODAs’ experiences 
in the peri-operative environment, an exploratory, descriptive, contextual design was used in 
alignment with qualitative research. By utilising a phenomenological approach, the 
researcher included measures of trustworthiness by integrating the principles of credibility, 
transferability, dependability and confirmability to ensure the rigour of the study. In Chapter 3, 




THE RESEARCH FINDINGS AND CONTEXTUALISATION OF LITERATURE 
 
3.1  INTRODUCTION 
 
Chapter 3 introduces the findings of data collected by the researcher as the participants 
conveyed their lived experiences of being ODAs in the peri-operative environment. The 
interpretation of the participants’ experiences was revealed by the presentation of a central 
theme, themes and categories exhibited during the data analysis process. 
 
3.2  PARTICIPANTS’ DEMOGRAPHICS 
 
The participants were qualified ODAs who were employed in the peri-operative environment 
at six private hospitals in the northern region of Gauteng from one private hospital group. 
Eight female participants between the ages of 21-33 years participated in the unstructured, 
in-depth, individual interviews. These interviews (see an example of one interview in 
Annexure F) were conducted in English until data saturation was achieved. The ethnicities of 
the participants were that of Black and White. Their work experience was between 1-4 
years. Table 3.1 represents a summary of the demographics of all participants. 
 
Table 3.1: Summary of participants’ demographics 
Participant Age Gender Ethnicity Diploma 
ODA years of 
experience 
P1 26 Female White 
Operating Department 
Assistant 
3 years 7 months 
P2 30 Female Black 
Operating Department 
Assistant 
3 years 7 months 




P4 29 Female Black 
Operating Department 
Assistant 
1 year 8 months 
P5 27 Female White 
Operating Department 
Assistant 
2 years 9 months 
P6 33 Female Black 
Operating Department 
Assistant 
2 years 10 
months 
P7 29 Female Black Operating Department 2 years 10 
 43 
Participant Age Gender Ethnicity Diploma 
ODA years of 
experience 
Assistant months 
P8 32 Female Black 
Operating Department 
Assistant 
2 years 10 
months 
 
3.3  DESCRIPTION OF THE THERAPEUTIC ENVIRONMENT WHERE THE 
INTERVIEWS WERE CONDUCTED 
 
All interviews were conducted at the two learning centre departments of the one private 
hospital group. Venue one, where most of the interviews were conducted, was situated in 
the basement of the learning centre. This venue provided a quiet, private and conducive 
environment for the interview process. There were no telephones in the room, and cell 
phone reception was unavailable. Venue two was situated on the second floor of the other 
learning centre department of the same private hospital group. This venue was situated in 
the corner at the end of a passage. It provided a quiet space, reduced work activity, the 
absence of cell phone reception, and there was no telephone in the room. These factors 
contributed to an effective interview process. 
 
On introduction with the participant, water, juice and sweets were offered to create a warm 
and relaxing environment. On commencement of the interview process, all participants 
signed their consent to participate in the study. As the participants entered the interview 
room, there was a table faced by two chairs. The chairs were positioned opposite each other 
with no interference, allowing the researcher and participant to engage, while the researcher 
immersed herself within the conversation. During the interview process, the researcher 
noted important points and completed her field notes after the interview process. The 
recorder was placed close to the participants to capture the essence of their lived 
experiences. Tissues were made available and placed on the table, close to the participants. 
This was provided for the comfort of the participants. Once the researcher engaged with the 
participants, minimal or no noise was experienced. A notice was placed on the door 
indicating a meeting was in progress. This was done to avoid any distractions and 
interruptions, as the safety and comfort of the participants were important to allow for in-






3.4  OVERVIEW OF DATA ANALYSIS 
 
Data were collected by the researcher over a period of seven months, from 7 July 2019 to 
12 December 2019. 
 
A pilot interview was conducted with the first participant. The participant was informed and 
knowingly agreed to participate in the presence of the researcher’s supervisor during the 
interview process. The researcher, who is a novice researcher, had her supervisor present 
to observe the interview process. The research supervisor was not part of the interview, but 
provided feedback to the researcher on completion of the interview. Feedback was 
internalised and the same mistakes were avoided in the next interview. The researcher was 
fully present to obtain in-depth knowledge regarding the ODA’s lived experiences in the peri-
operative environment. The participant was led by the question, “how is it for you to be an 
Operating Department Assistant in the peri-operative environment?” The question elicited in-
depth conversation. The pilot study was included as part of the main study.  
 
The objective of the pilot interview was to test the appropriateness of the interview question 
and provide early changes to justify the research question. The pilot study provided the 
researcher with knowledge on conducting an unstructured, in-depth, phenomenological 
individual interview, and establishes a relationship with the participant. More importantly, the 
pilot interview taught the novice researcher interviewing skill and methods to ensure the flow 
of the conversation (Majid, Othman, Mohamed, Lim & Yusof, 2017:1076). 
 
3.4.1  Analysis of field notes 
3.4.1.1  Field notes 
 
Field notes are observed during the interview process as the participant’s body language is 
observed, their facial expressions, their tone of voice, or their reactions to a memory evoked 
or discussed. Field notes are therefore imperative as they present significant details, making 
sense of what is actually being researched. As the context is further explored, meaning is 
given to the phenomenon being researched. Field notes are completed immediately after the 
in-depth interviews, as the interview is still fresh in the mind of the researcher, assisting in 
capturing the true attributes of the interview (Harding, 2018:79). With permission from the 
participants, field notes were also documented during the interview in a manner that did not 
disturb the participants while sharing their lived experience of the phenomenon being 
explored. The following examples of field notes were documented by the researcher:  
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P2, 30-year-old female: My participant was very relaxed and spoke of her experiences in the 
peri-operative environment. When she said that she was proud of her job, her whole face 
smiled. Even when she spoke of being highly skilled, I sensed a feeling of pride. She 
appeared confident, relaxed and almost pleased with herself as she related her experiences. 
Her smile disappeared as she spoke of the registered nurses pushing and shoving them 
around. Her appearance was almost sad when she said that they had to work extra hard to 
prove themselves because they are not nurses. 
  
P4, 29-year-old female: She rubbed her hands at this point, appearing nervous when she 
related how the doctors want to know which governing body they belong to. Saying that they 
lose trust in them despite working with them before. She is very concerned about the fact 
that they don’t have a governing body yet. She expressed that she can’t lie to the doctors 
about having a governing body and moved uncomfortably in her chair. 
 
P6, 33-year-old female: When she is off, the doctors often look or ask for her. On saying 
this, she smiled proudly. She too is pleased with herself, proud of herself, as this behaviour 
brings her a sense of achievement that yes, she has made her mark. Her eyes filled with 
tears too as she quickly composed herself. 
 
P8, 32-year-old female: Her face did light up when she was given praise by a colleague 
during appraisal, or when the doctors requested her in their theatre and when she spoke so 
fondly of her patients. 
 
3.4.1.2  Methodological notes 
 
Methodological notes were gathered by collecting data during the unstructured in-depth 
interviews. This approach was used to obtain an understanding and generate knowledge of 
the phenomenon being studied. Every in-depth interview was transcribed verbatim to 
comprehend the lived experiences of the participants. During the interview process, the 
researcher remained true to the purpose of the study by allowing the participants the 
freedom to converse at their pace, exploring and providing detailed and insightful information 
which gave meaning to the phenomenon being studied. An example of the methodological 
notes is documented as the researcher and participant engaged in the interview process: 
 
Participant: Because we have established a certain way of working in that orthopeadic 
theatre  
Researcher: Mmh  
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Participant: So then ja they take you to another theatre where certain people who just 
drain you emotionally and physically you know. Constantly would, go there do this and 
do that. And then umh at times we even work with students who brand new students 
you know who don’t know anything. I, I understood how it felt like to be a student. Its, 
its, its not their fault that they allocated alone on the floor  
Researcher: Ja  
Participant: You know, but as a scrub person, it becomes so frustrating for you. You 
standing there on the table, you want something to happen, but nothing is happening 
and also you must teach at the same time. Do this, open this you know   
Researcher: Mmh   
Participant: Like you know you are pointing, this and that. Its, its, its emotionally draining 
and physically draining. And then if maybe you would go and say something about it in 
the office, they would tell you. Hey you must teach them. It’s your responsibility to 
teach them. Of which it is really not fair. But if certain sisters would complain that no I 
don’t want to work with that student or I don’t want to work with this person, they, they 
get. They are given people that are competent you know that they don’t struggle with 
you know  
Researcher: Mmh  
 
3.4.1.3  Theoretical field notes 
 
Theoretical notes were produced by observation of reactions to words, and environmental 
settings where the data were collected from the participants. Theoretical notes were 
compiled after every individual, unstructured, in-depth interview was completed with a 
participant. This process required verbatim documentation of every interview and completion 
of field notes immediately after the interview. Every interview was transcribed to elicit 
meaning and comprehension. This was made possible by repeatedly attentively listening to 
the audio recordings and documentation. From the recordings and documentation, 
connected meanings, categories and themes were provided, giving insight and meaning to 
the phenomenon being studied.  
 
3.4.1.4  Personal notes  
 
Personal notes are the researcher’s feelings, emotions and challenges experienced during 
the data collection phase of research (Polit & Beck, 2017:522). As the researcher conducted 
the interviews, she realised the significance of the phenomenon being explored as the 
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participants eagerly divulged their experiences, providing extensive details of their lived 
experiences in the peri-operative environment.  
 
During interviews, the researcher listened to the participants’ lived experiences, observed 
their verbal and non-verbal cues, witnessed their sadness and their joy, which broke her 
heart. As a registered nurse who specialised in peri-operative nursing, and from previously 
working in the peri-operative environment, the researcher wanted to share her experiences 
at times and comfort the participants when they relived their sadness. Being a novice 
researcher, the researcher’s world of interviewing did not allow for her lived experiences but 
only that of the ODAs. The researcher had to set aside her personal views and beliefs and 
be open to the perspectives of the participants, avoiding bias.  
 
The silence, the tears, and the manner in which participants waved their hands in the air as 
they shared their lived experiences indicated the true meaning or the reality of the 
participants’ lived experience in the peri-operative environment. The significance of this 
study became evident. The researcher felt she had to fulfil the purpose of this study. This 
was done by exploring and describing the lived experiences of the participants in the peri-
operative environment and providing recommendations to facilitate the ODAs as burgeoning 
peri-operative practitioners in the peri-operative environment. 
 
3.4.2  Data collection and analysis 
 
Every interview was conducted by the researcher, who had gathered in-depth knowledge 
and understanding of the lived experiences of the participants. On completion of every 
interview, the researcher utilised the field notes and carefully listened to every interview in 
private. This provided logical comprehension and accurate description of the details that 
were observed as the researcher then transcribed the recorded interviews verbatim (See 
Appendix G). All transcripts included a summary of the researcher’s field notes and 
reflections of the interview, which were completed within 7-10 days after each interview. This 
summary was important as it allowed for the researcher’s positive growth. Being a novice 
interviewer, it assisted the researcher in being mindful of closed-ended questions, directing 
the use of more exploring, probing and clarifying questions to elicit sufficient information on 
the phenomenon being studied. After every interview was conducted, transcriptions were 
completed and communicated via Dropbox to the supervisor. The supervisor oversaw the 
transcript and provided feedback after a period of three days. Each new interview with the 
following participant was conducted within a week after feedback was received from the 
supervisor on the previous interview. Some interviews were conducted mere days after 
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feedback from the supervisor or when the participants were available due to the hectic 
nature of the peri-operative environment. Once all recorded interviews were transcribed, and 
data saturation was reached, data analysis commenced. Data saturation was reached after 
the eighth interview as no new information was shared by the participants (Gray et al, 
2017:255). The researcher listened attentively to every interview and immediately 
transcribed the recorded interviews, drawing meaning from the everyday experiences of the 
ODAs in the peri-operative environment. 
 
Data analysis was conducted by the researcher and sent to the supervisor. On the first 
meeting with the supervisor, feedback was given as different categories were identified as 
supported by the participants’ quotes. Further analysis was done by the researcher. A 
second meeting with the supervisor was conducted, and it was concluded that two specific 
themes were identified. Further categories and sub-categories were also identified, which 
linked to the two main themes observed from the analysed data on the ODAs’ lived 
experiences in the peri-operative environment.  
 
On instruction from the supervisor, the data were sent to the independent coder. The 
independent coder holds a PhD, is an expert in qualitative research, and assisted in the data 
analysis. On 10 January 2020, the researchers’ proposal for the study and all eight 
transcribed interviews were submitted to the independent coder via email for further 
analysis. A meeting was scheduled for 28 January 2020 between the independent coder and 
the researcher, to conclude the analysis of the data. On discussion, similarities were found 
and a final conclusion regarding the themes, subthemes and categories were agreed upon. 
This was communicated with the supervisor via email. A further meeting was then held with 
the supervisor. 
 
3.4.3  Summary of the central theme  
 
The central theme comprised of the ODAs’ lived experiences in the peri-operative 
environment. Two themes were deduced from the collected data; that of experiencing 
happiness and unhappiness as an ODA in the peri-environment. Theme one included the 
experiences shared by the ODAs, which related to feelings of pride within their jobs, 
fulfilment of their work, knowledge and skills shared among their colleagues, and 
encouragement in teamwork. Theme two included the experiences shared by the ODAs in 
terms of their role confusion, being a “jack of all trades and master of none”, assisting with 
anaesthesia, scrubbing and circulating. Distrust was experienced among their colleagues 
due to the lack of understanding of the ODAs’ functional role within the peri-operative 
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environment. The participants were often emotionally abused, as they were not 
professionally recognised and were limited in their professional growth. 
 
3.4.4  Summary of the themes and categories  
 
Theme 1: The ODAs experience happiness in the peri-operative environment. 
 
Theme 2: The ODAs experience unhappiness in the peri-operative environment. 
 
Reflecting on the analysed findings led to the following meanings, which were divided into 
different themes and categories. Table 3.2 provides a summary of the themes and 
categories. 
 
Table 3.2: Summary of themes and categories 
Themes Categories 
1. The ODAs experience happiness in the 
peri-operative environment 
1.1 The ODAs share proud experiences of 
their jobs 
1.2 The ODAs experience enjoyment within 
their job 
1.3 The ODAs share an understanding of the 
meaning of their duties 
1.4 The ODAs foster teamwork as they share 
their knowledge with their colleagues 
2. The ODAs experience unhappiness in 
the peri-operative environment 
2.1 The experience of role diffusion as an 
ODA 
2.2 The ODAs are experiencing distrust 
among their colleagues 
2.3 The experience of feeling emotionally 
suppressed as an ODA 
2.4 The ODAs are experiencing limited 
professional growth 
2.5 The ODAs are experiencing feelings of 
exploitation, as they work as a “Jack of 
all trades and master of none” 
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The above themes and categories were derived from the analysed data. To provide richness 
to the study, verbatim quotes are documented in italics to support the themes and 
categories. 
 
3.5  DISCUSSION OF RESULTS  
 
The ODAs’ shared experiences reflected their proud and not so proud moments as they 
experienced feelings of sadness, distrust, abuse and unfair treatment despite their high level 
of skill and its expansive applicability. Even though the participants developed a presence of 
assertiveness in challenging circumstances, they continued to be emotionally abused and 
unfairly treated, citing that there is a lack of understanding of who they are and what their 
function is in the peri-operative environment. The participants shared that they experienced 
a feeling of frustration among their colleagues as the ODAs’ scope of practice is not known 
or understood. Professionally, their line of work is not recognised by their colleagues, as 
they are not registered and do not have an accredited governing body. Frustration was 
further experienced as the ODAs expressed that they are limited in their professional growth. 
Despite their many challenges, the ODAs love their work, and shared that they experienced 
a sense of excitement and fulfilment. They reflected that their patient is their main priority, as 
the patient always comes first. 
 
3.5.1  Themes and categories  
 
The realities of the lived experiences in the world of the ODAs were shared with the 
researcher. This phenomenon was explored. The interpretations of these experiences by the 
ODAs were divided into categories. Themes and categories are supported by verbatim 
quotes in italics, which enhanced the researcher’s understanding of their lived experiences. 
The verbatim quotes are supported by field notes that were documented by the researcher 
and are written in blue to enrich the data that were collected. 
 
3.5.1.1 Theme 1: The ODAs experience happiness in the peri-operative environment 
 
The participants shared their lived experiences as being happy in the peri-operative 
environment. The following themes emerged as experienced by the participants: a feeling of 
pride and enjoyment within their jobs. The participants experienced an understanding of their 




a)  Category 1.1: The ODAs shared proud experiences of their jobs 
 
During the interviews, a majority of the participants expressed that they were proud of their 
jobs, verbalising that they learnt new or bigger procedures, and enjoyed seeing the anatomy 
and successfully executing surgical procedures.  
 
“I’m really I’m proud to be an ODA” (P2, 30yr female) (Her whole face smiled) 
 
This pride was clearly displayed as the participants continued to express that the hands-on 
experience they obtained during their expansive theatre training involved working in all 
disciplines, and they were thus equipped with extensive knowledge. The following phrase is 
indicative of this finding: 
 
“So, I like the fact that we are really highly skilled and that you can throw us in any 
theatre and we can work our way through it. I think the, the ODA course its self was 
so intense, that it has taught us so much” (P2, 30yr female) 
 
Another participant echoed the same, expressing that the skills she acquired during her 
training enabled her to work in different disciplines in the peri-operative environment. 
 
“So we can do like, from ENT, to gynae, general, orthopaedics, cardiovascular, you 
name it” (P8, 32yr female) 
 
Despite having to work long hours in various disciplines within the peri-operative 
environment, they loved their job. The participants experienced confidence, the ability to 
make decisions, and receiving recognition from the doctors, which made them feel like they 
are doing something right. A participant shared: 
 
“And then umh I, I gained more and more confidence with the compliments I gained 
from the doctors. The doctors started to compliment me. Some doctors would even 
say, ah you know what, I, we want to work with you” (P7, 29yr female) 
 
Pride continued to be experienced by the ODA, as a participant reflected: 
 
“… even if I experience challenges, I deal with challenges positively. I get solutions to 
the problems. I feel like that’s a good day for me when I have solved something.” 
(P4, 29yr female) 
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Peri-operative nurses at a Swedish hospital (Arakelian, Rudolfsson, Rask-Andersen, 
Runeson-Broberg & Wålinder, 2019:642) experienced a sense of pride as they shared their 
reasons for staying in the workplace. In that study, participants shared similar experiences 
as excitement, learning during new cases, becoming acquainted with new instrumentation, 
and fulfilment in contributing to patient care. 
 
Swanson and Kent (2017:35) claim that those employees who experienced pride in their 
work environment obtained psychological assurance as they experienced work fulfilment 
and performance. This provided a sense of work ethic, being driven and showing passion. 
Similarly, the ODAs experienced enjoyment within their jobs, possessing pride and the ability 
to work hard regardless of their circumstances. They were driven by their passion for the 
patients. This passion leads to excellent peri-operative care. According to Ehlers (2019:3), 
similar passion is experienced by nurses working in ophthalmic surgery. The author defines 
‘passion’ as doing something with great motivation, something that one enjoys and spending 
a great amount of time doing. The author also includes a quote by Steve Jobs, stating that 
you have to love what you do to execute excellent work (Ehlers, 2019:3). 
 
b)  Category 1.2: The ODAs experience enjoyment within their job 
 
The ODAs experienced enjoyment working in the peri-operative environment. This joy was 
expressed as the participant verbalised that they enjoyed interactions with their patients. 
 
“It also satisfies as you as a human being, to say oh this is my contribution even if it’s 
a job. But at the end of the day at least I am doing something greater than that. It’s 
not just waking up, going and coming back. Every day you learn something new. 
Every day it’s a new experience.” (P3, 21yr female) 
 
“If someone gets to theatre and she sees the smiles on our faces, we laughing, it’s 
nice. That person, even that part of being scared, it goes away. It goes away. That 
person can now relax. .Be calm” (P4, 29yr female) (Hands waving in the air as she 
explains and her face lightens up) 
 
Similarly, other participants experienced enjoyment within the peri-operative environment 
itself. The participants expressed a sense of satisfaction and fulfilment when assisting with 
major cases.  
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“Ja we doing every day like big cases and replacements, back operations and neck 
so. So ja it’s big stuff that we are doing. So um ja (laughs) just nice” (P5, 26yr 
female) 
 
“Ja er, er, its, it’s very fulfilling as well” (P6, 33yr female) 
 
Being trained extensively in scrubbing, circulating and assisting with anaesthetics provides 
excitement as each patient is unique. It ensures the participants’ preparedness to do their 
jobs and to do it properly and correctly. 
 
“I like the interesting and challenging stuff” (P7, 29 female) 
 
“… um so there is another ODA and I that work upstairs, so we basically can go into 
any theatre and we do what is expected of us” (P1, 26yr female) 
 
It is clear that the participants expressed enjoyment within their jobs. According to previous 
research, joy is experienced through daily execution of tasks, including patient care and a 
positive work environment (Areskoug Josefsson, Avby, Bäck, & Kjellström, 2018:412). Thew 
(2020:2) also claims that joy is a fusion of many factors, though difficult to quantify, and yet 
we have all experienced joy in some form within the work environment. According to Björn’s 
(2016:18) Attractive Work Model, joy at work includes many factors such being a proud 
employee, feeling appreciated and valued, experiencing personal growth and interest, and 
whether the employee is performing their job excellently. The Attractive Work Model was 
introduced to gain perspective from existing employees to retain employees in the workplace 
(Björn, 2016:16). According to Björn’s research, the above factors lead to job satisfaction, 
which may result in enjoyment and effectiveness in work (Björn, 2016:18 & 45). 
 
Evidence of Björn’s findings could be seen among the participants of this study as they 
experienced enjoyment in their job, there was pride in what they did, and effectiveness in 
their tasks as they continued to perform their duties excellently, despite being thrown into 
every discipline. Research indicates that joy ensures a safe, humane environment, where 
employees find meaning and purpose in their daily activities (Perlo, Balik, Swensen, 
Kabcenell, Landsman & Feeley, 2017:28). This is evident as the participant expressed that, 
as a human being, the joy they experienced every day at work brought them satisfaction and 
they felt they had purpose by doing something great. The participants felt joy in helping a 
patient, assisting with major surgeries, and performing challenging tasks.  
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c)  Category 1.3: The ODAs share an understanding of the meaning of their duties 
 
The participants experienced an understanding of their work duties, viewing themselves as 
very flexible, pushing through and not giving up when challenged in the peri-operative 
environment. This can be noted as the participant verbalised that: 
 
“Right now we do not have a scrub sister (R/N) who knows how to do eyes. It’s only 
me and the other ODA” (P2, 30yr female) 
 
The participants fully understood their duties to scrub, circulate and assist with anaesthesia. 
Flexibility can be seen as a participant stated:  
 
“You find that in the morning you doing anaesthetic and then in the afternoon if there 
is a case you have to floor and then again there is a case you have to scrub. So you 
need to be everywhere.” (P4, 29yr old) 
 
Another participant shared her competency on the floor as she understands the meaning of 
her duties: 
 
“You’ll find that if I’m on the floor as soon as the professional nurses finish there in 
theatre, proof read what I just err wrote. They just have to sign and their turnover 
time is less” (P6, 33yr female) 
 
A participant expressed that she understood the meaning of her duties even though they 
proved challenging at times; for example, the long hours experienced in the peri-operative 
environment. 
 
“… There are certain people that are on call every single day for the liver transplant. 
So when the liver comes, these people need to go work. And now the rest of us need 
to replace those people with their normal day to day list. So everyone is affected by 
that and it’s just crazy and the hours are just crazy” (laughs) (P3, 21yr female) 
 
The shared understanding of the meaning of their duties is evident as the participants 
continued to perform their versatile roles as ODAs. The participants were highly skilled, 
expansive in their duties, and enthusiastic about their jobs. Although challenged by their 
day-to-day activities in the peri-operative environment, they had a comprehensive 
understanding of what their role entails. Comprehensive nursing care includes patient care, 
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administration, training and development, and research. In the peri-operative environment, 
these duties are incorporated, yet care is more patient-centred, continuous, focused on 
teamwork, leadership, management and evidence-based practise (Espinoza, Letelier, 
Leppe, Bravo, Ferdinand & Lagunas, 2016:193). Therefore, scrubbing, circulating or 
assisting with anaesthesia (Viszolai, 2016:21) takes place.  
 
The registered nurse and the ODA are responsible for caring for the patient through the pre, 
intra and post-operative phase of the patient’s peri-operative journey. Safety and efficiency 
are required throughout the three phases. Pre-operatively the patient is visited in the ward 
and an assessment is made in the management of the intra-operative phase. Pre-
operatively the theatre is adequately prepared by first damp-dusting, checking all equipment, 
setting up sterile instrument sets and all other extras required during the intra-operative 
phase. In the intra-operative phase, the registered nurse or the ODA scrubs (scrub 
practitioner) prepares the patient, the sterile trolleys, and assists the surgical doctor by 
handing them instruments throughout the procedure. It is also required for both scopes of 
practices to complete a swab, sharp and instrument count during the intra-operative phase. 
The scrub practitioner remains sterile with the surgeon and the surgical assistant doctor, 
while the circulator, anaesthetic nurse and the anaesthetic doctor are unsterile, on the 
periphery of the operating room supporting the sterile team. The circulator, who is often an 
ODA, enrolled nurse or enrolled nurse assistant (seldom a registered nurse) assists with 
documentation during this phase. On completion of the surgery, the patient is transferred to 
the recovery room, where another registered nurse assists the patient to recover before 
being transferring to the ward. In the recovery room, the scrub practitioner completes all 
documentation and hands the patient over to the recovery staff (Rothrock, 2018:15; Philips, 
2016:17). According to the ODA scope of practise, the ODA cannot recover a patient but 
must assist the registered nurse in the recovery room (Van Zyl, 2019:72). Research further 
indicates that ODAs are involved primarily in anaesthetic roles. This may have contributed to 
the historical roles and the skills mix required in the peri-operative environment (Lowes, 
Duxbury & Garth, 2020:50). 
 
In order for a healthcare professional to provide care according to their scope of practise, 
their skill and specialised knowledge must be considered and equally complement the needs 
of the patient. As a result, not only will the workload be evenly distributed, but efficacy and 





d)  Category 1.4: The ODAs foster teamwork as they share their knowledge with 
their colleagues 
 
The participants shared that they had good interactions with the surgeons. For the 
participants, this interaction provides a feeling of belonging, confidence, and makes them 
feel like they are part of the team; including the surgical team. That recognition and 
appreciation they received was reflected on as follows: 
 
“But when the doctors are giving compliments, it feels so nice and it gives us, it gives 
me personally that, that I can actually do this you know” (P7, 29yr female) 
 
The surgical team comprises of three teams, namely the anaesthetist or anaesthetic 
provider and anaesthetic nurse or ODA; the surgeon and the surgical assistant; and the 
scrub person (either a registered nurse or the ODA) and the circulator, which may be a 
nurse, registered nurse or ODA. During the intra-operative phase of the surgery, these 
teams collaborate to provide patient care (Rothrock, 2015:9). The participants shared that 
they enjoyed the recognition they received and the fact that teamwork allowed for efficiency. 
Teamwork is defined as two or more people collaborating and communicating to execute 
tasks, working towards a common goal. All members are important and without the other 
member, no goal can be achieved (Phillips, 2016:9). 
 
Recognition encouraged the participants to want to do more, boosting their morale, gaining 
confidence within themselves, and promoting good relationships with other surgical team 
members. Research indicates that when all team members are known to be important, 
relationships between nurses, surgeons and colleagues are strengthened and they provide 
effective patient care and a high level of accomplishment due to job satisfaction (Arakelian, 
et al. 2019:642). Such joy was experienced as a participant presented the surgeon with the 
correct equipment needed for a particular case: 
 
“Because I was like yes! Doctor I have got your Prolene. I have got your surgicel. 
Yes! Let’s fix it you know and ja umm that’s, that’s exciting” (P1, 26yr female) 
(Excitement heard in her voice and smiled broadly) 
 
Another participant was surprised but overjoyed as her work was acknowledged instead of 
that of the senior registered nurse. This affirmation allowed the participant to feel that she is 
doing something good. This recognition leads to the confirmation of being an accepted team 
member. 
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“And there was a person who is senior than you inside theatre but that person does 
not get the recognition at all then that means you’ve done something different. 
You’ve done something good. You were excellent at what you were doing” (P4, 29yr 
female) 
 
The participants expressed feeling confident within the peri-operative environment and 
having developed self-assertiveness. They, in turn, would like to pay it forward by teaching 
new ODAs, staff, and others whom they feel need assistance. This Ubuntu philosophy was 
seen as the participants continued to share their knowledge with all their colleagues and 
those who are placed in this challenging, fast-paced, peri-operative environment.  
 
“And one thing I have noticed as well even though you’re and ODA you still also have 
that role too. To pass on knowledge. It’s not like it’s only expected from the R/Ns or 
other people” (P3, 21yr female) 
 
“So it’s really nice also to pass on the knowledge to them. Teach them and show 
them a lot of the things err that were taught ourselves” (P2, 30yr female) 
 
The word “Ubuntu” is viewed as an honourable philosophy and perspective that factually 
weaves many African communities together. Ubuntu manifests in various manners 
throughout African cultures and therefore has many meanings (Downing & Hastings-Tolsma, 
2016:216). Ubuntu is described as an African philosophy with an emphasis on humanness, 
which states “I am who I am because of others”. It includes compassion, sharing, caring, 
happiness, friendliness, kindness, benevolence, forgiveness and tolerance. Ubuntu does not 
only exist in a person, but it exists in actions, community and culture (Metz, 2019:1-2). 
Downing and Hastings-Tolsma (2016:216) refer to ‘Ubuntu’ as a relationship between 
people and how this relationship can be conveyed between two people. The existence of 
Ubuntu was prevalent among the participants as they expressed a caring nature towards 
other ODAs and themselves. The participants were keen to pay it forward. Participants 
shared that someone took the time to teach them, and the participants wanted to reciprocate 
this by teaching others. Teaching is seen as sharing another act of Ubuntu. This act of 
kindness by the participants (Metz, 2019:1) promotes teamwork within the peri-operative 
environment and among the surgical team (Gutierres, Santos, Peiter, Menegon, Sebold & 
Erdmann, 2018:2279). The participants felt it encouraged patient safety and it was only right 
to share their knowledge and skills, just like they were taught. 
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Pride, enjoyment, understanding of duties and teamwork are categories which incorporate 
many aspects of happiness shared by the participants. For the participants, this 
encompasses the word “Ubuntu”. Ubuntu refers to genuine human kindness and may differ 
from different ethnic cultures. It points out that human beings have an outstanding 
relationship with the spirit or oneself, society, environment and community (Mabvurira, 
2020:73). This is evident as the participants in the peri-operative environment are who they 
are because someone taught them and therefore they will teach others. The participants’ 
happiness was further experienced when they were recognised by their colleagues and, 
because of this recognition, they felt like they belong. 
 
3.5.1.2 Theme 2: The ODAs experience unhappiness in the peri-operative 
environment 
 
As an ODA in the peri-operative environment, the participants experienced happiness and 
unhappiness. The participants’ experienced role diffusion since they had similar roles to that 
of the registered nurse, distrust and feelings of suppression. They were concerned about 
their limited professional growth and experienced exploitation within their job (being seen as 
a “Jack of all trades and master of none”). These factors all contributed to the unhappiness 
experienced by the ODAs in the peri-operative environment. 
 
a)  Category 2.1: The experience of role diffusion as an ODA 
 
The participants were unhappy in the peri-operative environment. Role confusion was 
apparent since the roles of the registered nurses and those of the ODAs are similar. This 
often poses confusion, not only for the category involved but also to the other members of 
the surgical team.  
 
“Yes. We can do anaesthetics, but we can’t do recovery room” (P5, 26yr female) 
 
The overall experience from the participants was that their scope of practice is not known to 
their colleagues and the surgical team, which invokes constant disagreements in clarifying 
their roles. Poor communication was the leading factor to misunderstandings and role 
confusion, especially in the peri-operative environment (Aphane, Khumisi & Mogale, 
2020:5). It is important that specific tasks and job descriptions are clearly communicated to 
all team members. However, misunderstandings were evident as role confusion was one of 
the frustrations experienced by the participants; registered nurses continued being treated 
differently from the ODAs. Role confusion is defined as overlapping activities or tasks with 
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other individuals in the same role. Unclear roles and responsibilities impact on others, 
making it difficult for them to find the importance of their roles (Espinheira, 2019:n.p.). A 
participant explained: 
 
“So sometimes, we could there’s sort of a misunderstanding that how come we are 
able to scrub for some procedures but we are no to, allowed to maybe recover that 
patient” (P6, 33yr female)  
 
Therefore, even though the participants had completed the anaesthetics and recovery 
component in their training, they were not allowed to work in recovery or recover a patient. 
According to the participant, the registered nurse expected her to recover patients who are 
intubated. This occurred after hours and created anxiety and stress for the participant as she 
was concerned about the drugs needed or any other emergency interventions required and 
the manner that she would cope, considering her scope of practice. The scope of practice 
clearly states under the heading “Limitations of practice of the ODA” (point number 3) that an 
ODA is allowed to prepare the recovery room, but not assist in recovering a patient who has 
had any form of anaesthesia (Scope of Practice, 2019:3). Research indicates that many of 
the duties expected of the ODA by the peri-operative team were lacking in the recovery 
room, and participants were often expected to work beyond their scope of practice (Van Zyl, 
2019:282).  
 
The participants related that they were seen as a threat, as if they were there to take the 
registered nurse’s position. Research indicates that in the United Kingdom, the threat 
towards registered nurses was a growing concern; their position was being threatened by 
the introduction of a new skills mix, the Operating Department Practitioner (ODP), as the 
ODA was referred to at first. The British Journal of Theatre Nursing viewed this as a threat 
towards the traditional nursing domain (Timmons & Tanner, 2004:645). In the United 
Kingdom, research argues that the registered nurse is more patient-centred, viewing the 
patient holistically and providing patient advocacy. The ODA is referred to as being task-
orientated and there for the doctors. This was a concern for registered nurses (Timmons & 
Tanner, 2004.654). In South Africa, the research indicates that the ODA is viewed as a 
threat towards peri-operative nursing and there are concerns regarding their skill and 
knowledge (Van Zyl, 2019:268). The peri-operative nurses also considered the ODAs as 
being more technical and task-orientated (Van Zyl, 2019:269): 
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“I think when we got into theatre people were not really sure what we were as ODAs 
what we were there to do. Some thought that we are going to take their jobs” (P8, 
34yr female) 
 
The participants felt that even though the registered nurses were aware of the shortage of 
peri-operative nurses, they were still confused about the participants’ functional role within 
the peri-operative environment. Role confusion became more evident as the participants 
were not nurses and not registered by the SANC, but they performed similar duties to that of 
the registered nurses. The ODA was introduced to the peri-operative environment to assist 
the registered nurses with their workload. Moreover, in the peri-operative environment, a 
healthy work relationship is imperative for patient safety and care. It is also essential to 
foster powerful relationships in order to provide effective collaboration as every team 
member presents a certain uniqueness (Aphane, et al. 2020:2). 
 
b)  Category 2.2: The ODAs are experiencing distrust among their work colleagues 
 
Participants explained that they initially felt excluded by the surgeons as they verbalised they 
did not want to work with ODAs because of the misconceptions about the ODAs’ role. One 
participant said that this left her feeling like she did not belong, and was made to feel like 
she was not part of the surgical team. This experience was echoed by the other participants 
as well and resulted in the participants feeling incompetent in completing the surgeon’s 
surgical lists. The participants shared that the doctors behaved like this towards them as 
they were not registered by a professional body. 
 
“When we came here we had to introduce us and then we had to scrub. They would 
say your gown is lacking this, is lacking that. No, no go and unscrub.” (P6, 33 yr 
female) 
 
“Er, the other day I was scrubbed in a theatre and doctor asked me if I am having the 
document from the nursing council and then when I said no I don’t have. And then I 
was chased out of theatre. I never scrubbed in that theatre afterwards. So it becomes 
difficult” (P4, 29yr female) 
 
The participants experienced distrust among their colleagues and the rest of the surgical 
team as well. They commented that they do not have a choice and just complete what is 
delegated to them despite the number of registered nurses available to scrub. The 
participants also experienced distrust as surgeons questioned their skills. The doctors were 
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harsh with them, and at times even aggressive. The fact that the ODAs do not belong to a 
professional body and the general lack knowledge regarding their scope of practice meant 
unit managers allocated them above or below their scope, using them runners or delegating 
major tasks for them to complete. 
 
“I was given a list to do anaesthetics. Only to find that the patient is an ICU patient 
and it is a major case” (P7, 29yr female) 
 
This statement reflects that the participants were allowed to assist in anaesthesia; however, 
for patients who are critically ill and require major anaesthesia, assistance should be 
provided by another registered or enrolled nurse experienced with such cases. This 
participant’s experience affirms that the ODAs’ scope of practice is not known. Another 
participant experienced a similar situation as she had to identify herself when the doctor 
questioned her skills: 
 
“(Laughs). Can you imagine a gynae surgeon says, asks me what’s my name? And 
as soon as you told them that you an ODA. Completely his mood towards you or 
feelings towards changed and you have to. I have always sort of have to prove 
myself to this particular surgeon.” (P2, 30yr female) (Appeared annoyed) 
 
The peri-operative environment is seen as a unique environment, where ward nurses’ duties 
differ from that of peri-operative nursing duties. Effective communication and collaboration is 
based on one-on-one engagement between the surgeon and the peri-operative nurse (Lee, 
MacPhee & Dahinten, 2019:5-6). A team is defined as a group of people that cohere to 
deliver specific goals. The surgical team is a group of many professionals that plans and 
applies patient care in the operating room (Fuller, 2013:25). The multidisciplinary team 
includes an anaesthetist, anaesthetic nurse, scrub nurse/practitioner, circulator, surgeon, 
and surgical assistant who work together for the wellbeing and safety of the patients. At 
times, the multidisciplinary team includes the radiologist, perfusionist, pathologist, or a 
representative from a medical company, depending on the surgical procedure being 
undertaken (Philips, 2016:58). The surgeons sometimes prefer to work with a fixed team, 
which consists of the surgeon and the surgical assistant, anaesthetist, anaesthetic nurse, 
and the circulator. It is preferable to work with a fixed team as it creates a smooth work flow, 
with everyone anticipating the steps of the surgery and having the ability to plan ahead. 
Every team member knows exactly what to do, and this improves patient safety, team 
confidence, and reduces procedure time (Stepaniak, Heij, Buise, Mannarts, Smulders & 
Nienhuijs, 2012:6 & 7). Research further explains that due to the different team members’ 
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educational experience, expertise and knowledge can sometimes complicate teamwork. 
Communication, coordination and cooperation are important to ensure effective collaboration 
required in the peri-operative environment (Erestam, Haglind, Bock, Andersson & 
Angenette, 2017:1). Researchers have argued that without effective team behaviour like 
collaboration and specification, temporal uncertainty will increase and power divergence will 
rise, promoting elements of distrust and discord among team members (Ahmed, 2019:3). 
 
c)  Category 2.3: The experience of feeling emotionally suppressed as an ODA 
 
The participants shared that they experienced emotional suppression in the peri-operative 
environment. This behaviour was observed from all categories of staff. Despite their work 
efficiency and work ethic, the doctors remained offensive towards participants, often 
insulting, shouting and cursing at them. A participant expressed her annoyance at a 
surgeon’s behaviour: 
 
“I don’t prefer working with him because he is very rude. He is swearing at us so 
umh… it’s not nice to come here at 5 o’ clock in the morning, you must be on duty, 
leave your family at home, come to work and then the doctor screams at you. ”(P5, 
26 yr female) (Appeared annoyed) 
 
Enduring similar emotional abuse was shared by another participant in terms of trauma and 
humiliation. One of the participants revealed that she was afraid, but remained calm to avoid 
jeopardising the patient. 
 
“I don’t know how we did sister. I just always remained calm and er when the doctor 
shouts it’s, it’s there’s nothing I can do. It doesn’t help like I get scared or shivering 
that’s when you make mistakes and er yes” (P1, 26yr female) 
 
“And then when you have to explain yourself that you are and ODA, they would say 
what is that? No you can’t scrub with me, because I don’t even know you. What is 
ODA?” (P6, 29yr female) 
 
The registered nurses treated them differently and expected them to assist with scrubbing, 
circulating or anaesthetics when there is an emergency, despite the long surgical lists and 
hours the participants had to endure. The following quote also exposes bullying in the peri-




“For example tomorrow the eye list, the doctor, doctor is going to go ballistic if I am 
going to leave at one and he is not finished. (Overwhelmed and almost in tears) He 
gets upset. Like literally and he does not understand. I am tired and that I have been 
working Monday to Friday. I’m tired.” (P2, 30yr female) 
 
Emotional abuse towards the participants is displayed and viewed as a form of bullying. 
Bullying suppresses their emotions and gives rise to a feeling of resilience. A participant 
expressed that she has developed a thick skin and allowed the incidents to brush off her like 
water over a duck’s back. This reveals the extent of the participant’s resilience: 
 
“Yes whether people say what about ODAs, it doesn’t really matter. It just goes in 
one ear and out through another ear” (P8, 34yr female) 
 
It is clear as the participants experienced bullying as they were emotionally suppressed. 
There are often behaviours or incidents where bullying is prevalent in the peri-operative 
environment, and while such incidents are considered inappropriate, they are often given a 
blind eye (Millis, 2018:15). Behaviour like insults, cursing, being overworked, or made to feel 
like you are not good enough and looked down upon, is a form of emotional abuse. 
Research indicated that the surgeons were largely responsible for the disrespectful 
behaviour towards the surgical team members, where verbal and non-verbal acts of 
humiliation and violence were experienced (Bakhtiari, Rahshan, Shahriari & Sharif, 
2019:219). The wellbeing of the staff and the patients were at risk, and such disrespectful 
behaviour impacted on the surgical outcomes of the patient and staff safety (Olguin, 
2020:19).  
   
d)  Category 2.4: The ODAs are experiencing limited professional growth 
 
The participants shared that the absence of a professional regulatory body makes them feel 
like they do not belong as they are not acknowledged as nurses or registered as nurses. The 
participants claimed that they are told by management that they fall under ‘administration’, 
but execute nursing duties. They also assist in training students and gladly perform this role 
but do not receive recognition for their skill. The participants voiced their concerns regarding 
their future endeavours. They shared that they hoped to study nursing, but that avenue has 
been closed. Many of their duties are similar to nursing duties, but they are not nurses, nor 
are they registered at the SANC: 
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“As I for one I am still wondering if we gonna get our own council, cos now I can’t lie 
to the doctors that I belong to South African Nursing Council or HPCSA or anything 
cos now I’ve never sign any documents that saying I belong to this council” (P4, 29yr 
female) 
 
“…but because we are not linked with the SANC, um accreditation er it’s sort of a bit 
of a challenge sort of accepting like of which level are we…” (P6, 29yr female) 
 
The participants shared that they were still young, but having to start from the beginning 
again is not really fair. However, if they have to start at the bottom, they were willing to take 
on the course.  
 
“Cause, so if we want to study now we have to start over” (P5, 26yr female) 
 
All participants completed a management component in their curriculum, yet participants 
were not allowed to manage the Central Sterile Department or lead shifts. It was expressed 
that recognition is only received if the participant had done something wrong. The impact of 
not growing professionally or not being able to study further provokes a feeling of being 
restricted and stagnant. The majority of the participants stated that they would like to 
undertake further studies, but are unable to do so. Participant 4 expressed the trapped and 
stagnant emotions she experienced: 
 
“This course is limiting at this stage…we can’t go anywhere now in terms of 
education” (P4, 29yr female) 
 
The fact that the participants are restricted professionally and academically indicates that 
they are limited within their career. The participants applied themselves in most disciplines, 
displaying their knowledge and skills, yet recognition of their roles is limited, or they are not 
acknowledged at all. It was also noted that the role of the ODAs is evolving and not just 
confined to the operating room (Lowes, et al. 2020:54). Their roles have expanded to 
mentorship, which is also evident in South Africa and included in the ODA curriculum. Other 
roles included are enhanced clinical skills, management, leadership, education and 
research. It is suggested that identity, vision and management are required for this 
profession to establish opportunities for the further development of ODAs (Lowes, et al. 




e)  Category 2.5: The ODAs are experiencing feelings of exploitation as they work 
as a “Jack of all trades and master of none” 
 
The participants expressed that they were experiencing exploitation in the peri-operative 
environment. The participants expected a high standard from the registered nurses but, 
instead of being accepted as team members, the participants often experienced 
disappointment when they are bullied into lists that the registered nurses feel they do not 
want to complete or are unfamiliar with. The ODAs expressed that they feel frustrated within 
their jobs, having a similar role to that of the registered nurse.  
 
“I feel like we more of slaves in theatre. Because um now if there is a P/N in theatre 
and there is an ODA and there are difficult cases, they’ll just throw you as an ODA to 
work in that theatre. They don’t even consider the fact that you’ve done the case 
before or never done the case before” (P4, 29yr female) 
 
Research has indicated that registered nurses working in the peri-operative room see every 
team member as equal, and they all make a difference, including the surgeons (Arakelian, et 
al. 2019:639-640). Manyisa and van Aswegen (2017:35) claim that long working hours have 
physical and mental effects on members of the healthcare team in public hospitals. This can 
be applied in the private sector as well and includes various illnesses such as stress, 
substance abuse, medical errors, disruption of daily activities and exhaustion. This was 
evident as the participants mentioned experiencing exhaustion from being exploited in the 
peri-operative environment. It was said that two registered nurses are often assisted on 
short task lists and in completing minor surgical cases, but the ODAs are thrown here, there 
and everywhere and are expected to deliver a high standard of work. This was affirmed by 
the following quotes: 
 
“You see today, I was supposed to do another case at two and I have just finished at 
one. And I said to them guys really. And I have another case at five. Along case at 
five… So I might be standing there till seven or eight. ‘Cos it’s er, er paediatric liver 
resection” (P2, 30yr female) 
 
“Because you will find out like sometime you work, say maybe four of five days in a 
row. And a seven – seven, like 12 hours, 12 hour shifts. Four days in a row, you are 
on call. It’s tiring at times” (P8, 34yr female) (appears annoyed) 
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Doctors questioned their ability, using harsh words towards the participants and they were 
frequently being chased out of theatre. The abuse the ODAs were exposed to from surgeons 
included being used as a surgical assistant: 
 
“Doctors they never bring assistants and the hospital does know about it but they just 
said that, that’s how they prefer to work” (P1, 26yr female) 
 
Their experience of being exploited is rife as a result of the skills they displayed. The 
participants verbalised that they are also treated unfairly as they are not allowed to choose 
whom they would like to work with, unlike the registered nurses. This was evident as the 
participants shared their experiences in the following quote. 
 
“But if certain sisters would complain that no I don’t want to work with that student or 
I don’t want to work with this person, they, they get. They are given people that are 
competent you know that they don’t struggle with you know” (P6, 29yr, female) 
 
In conclusion, the participants apply their skills throughout the various disciplines in the peri-
operative environment. It was clear that the participants were exploited by their colleagues, 
the surgical team, and management. Exploitation in healthcare is seen as unhealthy, 
unprofessional and disrespectful. It is seen among peers, passed hierarchically from 
employer to employee, or vice versa. Those with such power or leadership often tend to 
abuse their authority by adapting their roles and responsibility for personal and not 
professional gain (Olguin, 2020:19). 
 
The participants’ knowledge and skill created “a jack of all trade” worker. Effective 
communication and excellent relationships in the peri-operative environment provides 
superior outcomes. When team members are aware of the common goals, knowledge, 
mutual trust and respect are strengthened, and together the very best outcomes are 
achieved (Erestam, et al. 2017:2). It is further documented that each member of the peri-
operative team should know the extent of their team members’ roles to avoid 
miscommunication when unexpected surgical challenges arise. This provides quality team 
collaboration and excellent leadership (Tørring, Gittell, Laursen, Rasmussen & Sørensen, 






3.5  SUMMARY 
 
In this chapter, the researcher focused on presenting detailed descriptive findings of the 
ODAs’ experiences in the peri-operative environment. Happiness and unhappiness were the 
two main themes that were identified and discussed in detail, and supportive participant 
quotes and relevant literature were presented. The central theme was established with 
consensus from the independent coder, researcher and the researcher’s supervisor. Field 
notes were utilised and incorporated into the findings. Chapter 4 will conclude this study, and 































EVALUATIONS, RECOMMENDATIONS, LIMITATIONS AND CONCLUSION 
 
4.1  INTRODUCTION 
 
The ODAs’ experiences in the peri-operative environment were discussed in Chapter 3 as 
significant findings of this phenomenon were explored. The findings from Chapter 3 are 
discussed in Chapter 4 as the researcher evaluated and made recommendations from the 
findings of the study. Included in this chapter are the strengths, limitations, conclusion of the 
study, and personal reflective notes completed by the researcher. 
 
4.2  EVALUATION OF THE STUDY 
 
In the next section, the purpose and objectives are concluded by providing a detailed 
description of the study that was conducted. 
 
4.2.1  Purpose and objectives 
 
The purpose of this study was to gain an understanding of ODAs’ experiences in the peri-
operative environment, and to formulate recommendations to facilitate the ODAs into the 
peri-operative environment as burgeoning peri-operative practitioners. The objectives of the 
research study were: 
 
• To explore and describe ODAs’ lived experiences in the peri-operative environment. 
• To provide recommendations to facilitate the ODAs into the peri-operative environment as 
burgeoning peri-operative practitioners. 
 
In order to achieve the first objective, the researcher was guided by the research question, 
“how is it for you to be an Operating Department Assistant in the peri-operative 
environment?”; these findings are highlighted in the evaluation of the study. The second 
objective is further discussed under the recommendations in this chapter.  
 




4.2.1.1 To explore and describe ODAs’ lived experiences in the peri-operative 
environment  
 
The themes that emerged were that of happiness and unhappiness which were experienced 
by the participants in the peri-operative environment. Theme one included experiences of 
pride and joy within their job. The theme also covered ODAs’ experiences in understanding 
the meaning of their duties and fostering teamwork as the participants displayed their skill 
and knowledge to their colleagues. Theme two reflected the experience of role diffusion, 
distrust and feelings of emotional suppression. Their experiences of limited professional 
growth and feelings of exploitation as the participants work as a “Jack of all trades and 
master of none” were also described.  
 
The findings on the ODAs’ experiences in the peri-operative environment were explored, 
described and integrated with global literature. Thus, the first objective of the study was met. 
 
4.2.1.2 To provide recommendations to facilitate the ODAs into the peri-operative 
environment as burgeoning peri-operative practitioners 
 
In this section, objective two is described based on the findings from Chapter 3. 
 
4.2.2  Theme-based recommendations 
 
The themes that emerged from the interviews with participants on their experiences in the 
peri-operative environment are introduced as recommendations. The recommendations 
were made in accordance with the themes and category findings presented in Table 3.1. 
The purpose of the recommendations is to address nursing education, management and 
policy development, and further research. 
 
Theme 1: The ODAs experienced happiness in the peri-operative environment 
Practices to enhance enduring happiness are recommended:  
 
• Nurse educators should continue with the ODA training programme which 
includes the anatomy module in the curriculum 
 
• The unit manager should encourage team engagement to build trustworthy 
relationships with all staff 
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• The human resource department and the nursing service manager should 
provide recognition to the ODAs during macro and micro orientation, 
acknowledging their role in the peri-operative environment 
 
• The unit manager, together with the mentors, should establish a mentoring 
system for all novice and qualified ODAs joining the peri-operative 
environment 
 
• The human resource department should have a process in situ whereby uncivil 
behaviour is reported, documented and effectively managed 
 
• The unit managers should plan in-service programmes and ask the ODAs to 
teach other ODAs and staff members 
 
• The unit managers should encourage a practice of Ubuntu to allow the ODAs 
and other staff members to pay it forward 
 
 
Thew (2020:2) states that knowledge gained in theory will support the skills displayed in 
practice, and it is therefore vital to include practice theory correlation. Team engagement is 
vital as the type of relationships experienced at work indicates a level of respect towards 
colleagues and provides a source of happiness (Bauklee, Fongkaew, Turale, 
Akkadechanunt & Sansiriphun, 2017:207). A fun day or sports day may be organised 
involving all team members to encourage team building and enhance support systems (Bell 
& Holmes, 2011:27). Recognition of the ODAs at macro and micro orientation must be 
established as it clarifies the purpose of the ODA in the peri-operative environment and 
provides autonomy of their duties (Areskoug Josefsson, et al. 2018:410).  
 
Mentorship is viewed as a nurturing relationship, whereby the inexperienced learn from the 
expert through collaboration for individual and professional growth (Takvorian, 2020:n.p.). 
This is apparent as the ODAs expressed their need for growth and belonging. The provision 
of a mentor, sometimes referred to as a facilitator or coordinator, suggests that the mentee 
(the ODA) gains from this mentorship by increasing self-confidence, worth and esteem. 
Effective orientation by a mentor provides the ODA with affirmation, support and a sense of 
belonging (Meyer, Naude & Shangase, 2009:160 & 162). Through mentorship, respect 
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develops between both professionals and can be recognised by fellow colleagues and rolled 
out to the rest of the peri-operative team.  
 
In-service training fosters new knowledge and skills to all personnel within the healthcare 
environment who are not familiar with present knowledge or need to refresh what is 
presently being done in the healthcare environment (Muller & Bester, 2016:522). Wanting to 
share their knowledge and skill was role modelled by the ODA, as their way of giving back to 
those who taught them (Jali, 2010:16). This is viewed as Ubuntu, because the person one is 
today is a result of some form of relationship that one has experienced with other persons 
(Ogude, 2020:n.p.). This practice of Ubuntu should be encouraged in the unit by the unit 
manager. 
 
Theme 2: The ODAs experienced unhappiness in the peri-operative environment 
Practices recommended to reduce unhappiness: 
 
• The unit manager should establish a unit orientation programme to 
accommodate the novice and the experienced ODA 
 
• The unit manager and the mentors should utilise the buddy system to 
empower the novice and experienced ODA, thereby enhancing work 
relationships and trustworthiness 
 
• The unit manager should have policies and procedures easily accessible for 
the ODAs and all staff to address any uncivil behaviour in the peri-operative 
environment 
 
• The unit manager should enhance professional growth for the ODA by 
assisting the ODAs in terms of leadership, mentorship and attendance of in-
house Continuous Professional Development courses 
 
• The training department should notify the ODAs of the process for 
registration of a governing body and maintain effective communication 
regarding the status thereof 
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Establishing a unit orientation programme (Foote, Roy & MacDonald, 2019:31) for the ODAs 
would assist them in their transition into their newly appointed environment (Rush, Adamack, 
Gordon, Lily & Janke, 2013:346). A buddy system must be utilised to foster relationships and 
liaisons between the ODAs and the peri-operative team. Effective mentorship for six to nine 
months will establish sound relationships, trust and respect (Meyer, et al. 2009:163). A lack 
of effective mentorship on commencement in the peri-operative environment leads to role 
ambiguity (Ohr, Holm & Giles, 2020:4). Acknowledgement of the roles of the ODAs and the 
registered nurses will result in clarity and comprehension of each other’s responsibilities 
(Areskoug Josefsson, et al. 2018:409-410). Transitioning is incorporated through effective 
partnership and coaching, which commences in the work environment at the health facility, 
and is made available for the ODAs as students. Partnership provides learning opportunities, 
encourages good work relationships, and ensures human resource support (Rush, et al. 
2013:252). 
 
To assist with uncivil behaviour, policies should be implemented and followed-up on to 
effectively manage the person being bullied or those who are bullying (Al Gha-beesh & 
Qattom, 2019:8). Professional growth for the ODA should be enhanced by embracing their 
leadership and mentorship in the peri-operative environment; a component learnt in their 
curriculum. Research indicates workers who have the opportunity for personal development 
experience increased job satisfaction, organisational goals and self-efficacy (Arakelian, et al. 
2019:643). The absence of a governing body causes many concerns for the ODAs. 
Research indicates that a governing body is being established to offer professional and 
regulatory support for ODAs (Van Zyl, 2019:38).  
 
4.2.3  The overall recommendations of the study 
 
Overall recommendations of the study are described next for nursing management, nursing 
education, policy development, and future research. 
 
4.2.4  Recommendations for nursing management 
 
Recommendations for nursing management include an orientation programme which must 
be introduced regarding the ODAs’ transition into the peri-operative environment (Foote, et 
al. 2019:31). Communication should be shared with all staff members regarding the new skill 
mix (the ODA), including doctors and their assistants. The scope of practice for both the 
ODA and the registered nurse must be included in the orientation to avoid role confusion. 
Effective partnership and mentoring require implementation to encourage the fostering and 
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building of relationships. This provides effective leadership, a sense of belonging and 
purpose to both mentee and mentor, and promotes the safety of the patient.  
 
Elective communication is imperative and must be implemented by the unit manager. This 
can be delivered by vertical and horizontal lines depending on the situation. The surgeons, 
along with all representatives from hospitals’ multidisciplinary teams, must attend the 
introduction of the ODA in the peri-operative environment as presented by the education 
department. The encouragement and promotion of teamwork is imperative to reduce work 
errors, recognise teams’ strengths, and foster healthy relationships in the peri-operative 
environment. The unit manager must be a role model by treating all staff respectfully, equally 
and fair. The skills of the ODA should be embraced, an in-service schedule should be 
provided for the ODAs and all other staff members, and up-to-date training should be 
available for the peri-operative team. This fosters recognition and a sense of purpose in their 
duties. 
 
Nursing management should continue to promote the attendance of Continuous 
Professional Development (CPD) courses to allow for personnel development, alleviating 
boredom, ensuring job satisfaction and increasing work productivity. They should also liaise 
with the education department and human resource department to keep the ODAs informed 
regarding future governing body developments and registration. 
 
4.2.5  Recommendations for nursing education 
 
Training is important and should continue. As participant seven relayed, the ODAs’ training 
was excellent and they developed multiple skills and can work confidently in all disciplines in 
the peri-operative environment. The recommendations to the nursing education department 
are as follows: 
 
• In the first year of students’ training, the ODA students should rotate for a period of four 
months in the wards. This provides practical theory integration as the students are 
exposed to the different illnesses learnt in the classroom. 
 
• The introduction of a bridging course should be considered if the student desires to 
progress to nursing.  
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• On commencement of the ODA course, a day’s orientation should be introduced for the 
student ODAs and the representatives of the hospitals. A PowerPoint presentation should 
include criteria for admission, curricula content, and the role of ODA in the peri-operative 
environment.  
 
• While in Block, one day a week should be allocated for the students to meet and greet the 
peri-operative manager, mentor, buddy and the other team members. The students would 
be supernumerary to foster relationships, learn and integrate practice and theory. 
 
• A bi-annual elevation of the curriculum should be conducted to assess future 
implementations or extraction of current curriculum information. 
 
4.2.6 Recommendations for policy development  
 
• Effective policy-making must be established to roll out an orientation programme that 
would assist the ODAs in their transition into the peri-operative environment. 
 
• Policies must be established for orientation programmes a) for the ODAs on 
commencement within the peri-operative environment, b) orientation by the mentor to the 
peri-operative environment, including role expectation, facilitation of learning needs and 
personal support. 
 
• Policy development should be established to support the mentor to grow professionally. 
Mentorship training, seminars and short courses should be undertaken to support the 
mentor and provide continuous, effective, up-to-date training to the mentee. 
 
• Policy needs to encourage a support group within the hospital facility. Once a month or 
quarterly meetings should be held to share solutions and provide support. 
 
• Policy must be developed for ODAs to join an association for peri-operative practitioners 
for a period of two years to keep abreast with the latest developments.  
 
• Establish a newsletter or journal: the ODAs can write and share articles and keep abreast 




• Establish a debate club, where the student ODAs and qualified ODAs, registered nurses 
and other members of the peri-operative team can compete with each other. This would 
be experienced at local, national and international levels. 
 
4.2.7  Recommendations for further research 
 
Recommendations for nursing research are based on the findings of this study. This study 
proved fruitful as much insight and comprehension was gained on the ODAs’ lived 
experiences in the peri-operative environment. This study was conducted in one province 
with one of three private hospital groups. Further replication among the other two private 
hospital groups and the different provinces would be interesting to compare the outcomes or 
similarities. The study was conducted using a qualitative, descriptive and exploratory 
contextual design. The use of a quantitative design to measure teamwork or integration of 
the ODAs within the peri-operative environment, or an enquiry into whether the ODAs have 
become burgeoning practitioners in the peri-operative environment, are recommended. 
Further research could embrace a quantitative study on the perceptions of the role of the 
ODA in the peri-operative environment, or the ODAs management of the peri-operative 
environment. The possibility of an ODA programme from diploma to degree level for future 
growth and development is another future research study which is recommended. 
 
4.3  STRENGTHS OF THE STUDY  
 
The strength of this study was the reality reflected from the ODAs’ lived experiences in the 
peri-operative environment. The sensitive nature of this phenomenon illustrated the many 
challenges experienced by ODAs in the peri-operative environment. Exploring this 
phenomenon produced valuable findings that will assist in the comprehension of the role of 
ODAs, and an effective and caring manner should be employed to utilise their knowledge 
and skill in the peri-operative environment. The findings of this study highlighted the 
expertise of the ODAs and could assist in adequate facilitation of the ODAs as burgeoning 
practitioners in the peri-operative environment. This is the first research study of this nature 
conducted in South Africa; the last researched conducted concerning ODAs were in 2019. 
 
4.4  LIMITATIONS OF THE STUDY 
 
All the participants in this study were employed at one specific private hospital group from 
the three private hospital groups in Gauteng. Therefore, the study cannot be generalised. 
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The participants were all females with no male participants. The researcher had difficulty 
recruiting male participants as they did not return emails or phone calls and was not willing 
to participate in the study. The inclusion criteria commenced with the participants having six 
months or more work experience; most candidates had 2-3 years’ experience. Participants 
with 5 or 6 years’ of work experience may have presented different findings.  
 
4.5  CONCLUSION 
 
The purpose of this study was to explore and describe the experiences of the ODAs in the 
peri-operative environment. In this chapter, the researcher evaluated the study and 
proposed recommendations based on the two main themes identified from the findings and 
interpretation of the study. The limitations of the study were also identified. The two main 
themes were that of happiness and unhappiness experienced in the peri-operative 
environment. The study offers valuable comprehension regarding the ODAs’ experiences in 
the peri-operative environment, and those who read this dissertation may have a new 
understanding and interpretation of the ODAs and support them in their journey to become 
burgeoning practitioners in the peri-operative environment. 
 
4.6  PERSONAL REFLECTIONS 
 
What a journey! Conducting this study was like being in a theme park. The excitement of 
being in this theme park was truly overwhelming. The thought of conducting this study was 
exciting, but little did I know that this journey would present like a roller-coaster ride. The 
highs were experienced as pleasurable and memorable, while the lows had me asking many 
questions. What I did know and believed, was that I really felt that I was incapable of 
executing this study. But I had a real, kind, supportive and inspiring person who believed in 
me and knew that I could execute this journey. All I know is that the joy of writing Chapter 4 
came with the realisation that, hey, the end is almost near. There were days when I felt like 
this is just too much, but having an awesome team of colleagues was truly a blessing. I 
learnt the importance of being still, to listen and to be grateful for each day. 
 
The sensitive realities relived by the participants rattled me a bit. Yes, I become emotional 
and often just wanted to stop the interview and give the participant a big hug. I had to be 
brave and put aside my feelings, support the participant’s bravery and continue to explore 
their lived experiences. The abuse experienced by my participants reminded me of a sad 
time when I experienced abuse in my own life. This made it truly hard to separate my pain 
from that of the ODAs. I was forced to reflect and remember my purpose in conducting the 
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research study. As a scrub practitioner and now nurse educator, I remembered the times 
when I first entered the peri-operative environment. Oh, it was so daunting yet exciting. It 
was almost like a tale of the good, the bad, and the ugly. However, the good moments 
override the bad and the ugly. The presence of mentors, support from my nursing 
colleagues and the surgeons created the most incredible place to work. That was 22 years 
ago, when most of the senior registered scrub nurses were plentiful and strict. Teaching was 
compulsory. The presence of a clinical facilitator, a scrub sister, circulator, anaesthetist and 
surgeon provided me with substantial support in the peri-operative environment. This was 
incredible because learning was made so much fun and provided more learning 
opportunities. I was blessed and grateful to have had that supportive, caring and nurturing 
peri-operative team. Some of those relationships are still nurtured today. As I reflect on the 
findings of my study, I cannot but wonder whether the findings of this study would be 
different if the ODAs had that many specialised scrub nurses, mentors and surgeons to 
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APPENDIX D: CONFIDENTIALITY AGREEMENT 
 
This agreement is between, Trudy Marais (909567291), currently registered at the University of 
Johannesburg Department of Nursing, to complete a research project as a requirement for a Master's 
Degree in Nursing Education (the "Disclosor"); and___________________(name), 
______________(ID number) (the "Recipient"), as an independent coder for the research study 
undertaken by the discloser. 
 
The recipient agrees that all confidential information provided by the disclosor for the purpose of 
independently coding qualitative data, whether disclosed in writing, orally or otherwise and specified 
by the disclosor as confidential, will be kept confidential for an indefinite period of time. 
 
The recipient agrees: 
 
• to keep the disclosor confidential information strictly confidential, 
• not disclose the disclosor confidential information to any person without the disclosor's written 
consent, 
• not to use the disclosor confidential information in any way during the course of the recipient's 
own work, 
• to use the same degree of care to protect the confidentiality of the disclosor confidential 
information as the recipient uses to protect the recipient's own confidential information, and 
• to destroy all of the disclosor confidential information and irrevocably delete any disclosor 
confidential information from the recipient's computer system, as soon as the work completed 
as the independent coder for this study is delivered to the disclosor, 
 
The parties have indicated their acceptance of this Agreement by executing it below. 
 
SIGNED BY: Trudy Marais (the disclosor), on [9 July 2018]: 
 
 
SIGNED BY [.............................] (The recipient) on [.............]  
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PRIVATE HOSPITAL 
                                                                                                              Trudy Marais 
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                                                                                                               6 November 2018 
 
Mrs Ann van Zyl  
Nursing Education Manager  
Mediclinic Southern Africa  
PO Box 5228  
Tyger Valley  
7536 
 
Dear Mrs Van Zyl 
 
RE: Permission to conduct a research study: Experiences of being an Operating Department 
Assistant in the peri-operative environment at a private hospital in the Gauteng Province  
 
I, Trudy Marais, a current Masters student at the University of Johannesburg (909567291), kindly 
request your permission to conduct a research study at the Mediclinic Southern Africa , Gauteng 
learning institution.  
The purpose of this study is to explore and describe the experiences of being an Operating 
Department Assistant (ODA) in peri-operative environment at private hospital to recommend and 
facilitate the integration of the ODA as a skilful practitioner. Data collection will be conducted by using 
individual unstructured interviews which may last 45-90 minutes and field notes.                                                            
All participants and institutional name will remain private and confidential. No names will appear in the 
research study on publication. 
Attached to my letter of request is my research proposal and ethical clearance letter from the 
Research Ethics Committee of the University of Johannesburg, Faculty of Health Sciences. The 
research Clearance Number is REC-01-121-2018. 
 
I trust that my above request will be granted. 
 




Student number (909567291)  
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APPENDIX F: RESEARCH STUDY INFORMATION LETTER 
 
 
DEPARTMENT OF NURSING 






My name is Trudy Marais. I WOULD LIKE TO INVITE YOU TO PARTICIPATE in a research 
study on “Experiences of Operating Department Assistants in the peri-operative 
environment”. 
 
Before you decide on whether to participate, I would like to explain to you why the research 
is being done and what it will involve for you. I will go through the information letter with 
you and answer any questions might you have. This should take about 10 to 20 minutes. 
The study is part of a research project being completed as a requirement for a Master’s 
Degree in Health Sciences, Ethos and Professional Practice through the University of 
Johannesburg. 
 
THE PURPOSE OF THIS STUDY is to gain an understanding of being an Operating 
Department Assistant in the peri-operative environment at a private hospital in the Gauteng 
Province and to formulate recommendations to facilitate the Operating Department Assistant 
into the peri-operative environment to develop a flourishing peri-operative practitioner. 
Below, I have compiled a set of questions and answers that I believe will assist you in 
understanding the relevant details of participation in this research study. Please read 
through these. If you have any further questions I will be happy to answer them for you. 
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DO I HAVE TO TAKE PART? No, you don’t have to. It is up to you to decide whether you 
would like to participate in the study. I will describe the study and go through this information 
sheet. If you agree to take part, I will then ask you to sign a consent form. 
 
WHAT EXACTLY WILL I BE EXPECTED TO DO IF I AGREE TO PARTICIPATE? You will 
participate in an individual in-depth interview to answer an open-ended question, “how is it 
for you to be an Operating Department Assistant?” The duration of the interview will be 45-
90 minutes. With your permission an audio-recorder will be used during the interview 
process. All data collected from the interviews, will be kept locked away for safe keeping. 
Only the researcher and supervisor will have access to the data collected. Data will be 
destroyed two years after publication of the research. 
 
WHAT WILL HAPPEN IF I WANT TO WITHDRAW FROM THE STUDY? If you decide to 
participate, you are free to withdraw your consent at any time without giving a reason and 
without any consequences. If you wish to withdraw your consent, you should inform me as 
soon as possible. 
 
IF I CHOOSE TO PARTICIPATE, WILL THERE BE ANY EXPENSES FOR ME, OR 
PAYMENT DUE TO ME: As a participant you’re travelling costs to and from the venue, of 
your choice within the central Gauteng Region, where the interviews will be conducted, will 
be paid to you. There will be no payment or remuneration due to you for participating in this 
study. 
 
BENEFITS AND RISKS INVOLVED IN PARTICIPATION:  There are no direct benefits and 
no risks involved during your participation in this research study. If the participants feel 
angered, stressed or demoralised during the interview, as they reflect on their lived 
experiences, the hospitals occupational health nurse will liaise with the resident 
psychologist, who will assist with counselling or therapy treatment.   
 
WILL MY PARTICIPATION IN THIS STUDY BE KEPT CONFIDENTIAL? Yes. Your 
participation will remain confidential. Names on the data collection sheet will be removed 
once data analysis commences. All data will kept safely locked away. Only I or my research 
supervisors will be authorised to use and/or disclose your anonymised information in 
connection with this research study with your permission. Any other person wishing to work 
with your anonymised information as part of the research process (e.g. an independent data 
coder) will be required to sign a confidentiality agreement before being allowed to do so. 
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WILL MY TAKING PART IN THIS STUDY BE ANONYMOUS? All information obtained by 
the participants remains strictly anonymous and confidential. Pseudonyms will be allocated 
to all participants to protect their anonymity. As a result, no identification or recognition will 
be possible in this study. 
 
WHAT WILL HAPPEN TO THE RESULTS OF THE RESEARCH STUDY? The results will 
be written into a research report that will be assessed. You will be given access to the study 
results on request, by contacting me. You will not be identifiable in any documents, reports 
or publications.  
 
WHO IS ORGANISING AND FUNDING THE STUDY? The study is being organised by me, 
under the guidance of my research supervisors at the Department of Health Sciences in the 
University of Johannesburg. This study is not receiving any funding at this stage. 
 
WHO HAS REVIEWED AND APPROVED THIS STUDY? Before this study was allowed to 
commence, it was reviewed in order to protect the interests of all participants. This review 
was done by the Faculty of Health Science Research Ethics Committee at the University of 
Johannesburg and the Ethical committee of my employer. 
 
WHAT IF THERE IS A PROBLEM? If you have any concerns or complaints about this 
research study, its procedures or risks and benefits, you should speak to me. You should 
contact me at any time if you feel you have any concerns about being a part of this study. 
My contact details are: 
 
Trudy Marais 
Mobile number: 0838905520 
Email: trudy.marais@mediclinic.co.za 
 
You may also contact my research supervisor: 
Doctor Charléne Downing 
Email: charlened@uj.co.za 
 
If you feel that any questions or complaints regarding your participation in this study have 
not been dealt with adequately, you may contact the Chairperson of the Faculty of Health 




Prof. Christopher Stein 
Tel: 011 559-6564 
Email: cstein@uj.ac.za 
 
FURTHER INFORMATION AND CONTACT DETAILS: Should you wish to have more 
specific information about this research study, have any questions, concerns or complaints 
about this research study, its procedures, risks and benefits, you should communicate with 
me using any of the contact details provided. 
 




APPENDIX G: PARTICIPANTS RESEARCH CONSENT FORM 
 
DEPARTMENT OF NURSING 
RESEARCH CONSENT FORM 
 
Experiences of Operating Department Assistants in the peri-operative environment.   
 
Please initial each box below: 
 
 
                   I confirm that I have read and understand the information letter dated 
_________ for the above study. I have had the opportunity to consider the information, ask 
questions and have had these answered satisfactorily. 
 
 
                   I understand that my participation is voluntary and that I am free to withdraw 
from this study at any time without giving any reason and without any consequences to me. 
 
 
                    I agree to take part in the mentioned study. 
 
 
_____________________  _____________________________     _______________ 
Name of Participant   Signature of Participant   Date 
 
 
_____________________  _____________________________     _______________ 
Name of Researcher   Signature of Researcher       Date 
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DEPARTMENT OF NURSING 
RESEARCH CONSENT FORM OR INTERVIEWS TO BE AUDIO-RECORDED 
 
Experiences of Operating Department Assistants in the peri-operative environment.  
 
Please initial each box below: 
 
 




                    I understand that my personal details and identifying data will be changed in 
order to protect my identity. The audio used to record my interview will be destroyed two 
years after publication of the research. 
 
 
                   I have read this consent form and have been given the opportunity to ask 
questions. 
 
___________________  _____________________________    ________________ 
Name of Participant   Signature of Participant        Date 
 
 
___________________    _____________________________     ________________ 
Name of Researcher   Signature of Researcher                          Date 
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PRIVATE HOSPITAL 
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APPENDIX J:  A LETTER RECEIVED FROM THE INDEPENDENT CODER 
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APPENDIX K: SAMPLE INTERVIEW 
 
Researcher  Ok explain more about that please 
Participant  Er during especially during a resus, yes we do have training on 
BLS but then, especially more on the anaesthetic side. Er they will, 
like the medication that they have to be given to the patient and 
you know cos we know the basic pharmacology and then sometime 
in an emergency, you want a person whose (clicking her fingers) 
whose use to the drugs. And what could be used instead of this or 
maybe that. Yes like, cos in BLS yes we learn about the 
compressions and what not but not what, if this is the situation, 
what do you give. More like more the drugs and anaesthetic side 
part of the emergency. I think we were not really exposed to things 
like that. Yes and especially if they wanted to do something and we 
prepare drugs. You know, I think we should be more, I don’t know 
exposed to the pharmacology but at the same time we are not 
allowed to give medication anyway 
Researcher  Mmh  




Mmh. So you, you saying you feel you limited. But in an emergency 
you would like to, to do more 
Participant  Yes 
Researcher  Mmh especially with the drugs and things, you can draw up the 
drugs, but you can’t administer the drugs 
Participant  Administer the drugs so, should I draw, leave it there. Ask another 
person because that is time consuming 
Researcher  Is that also frustrating for you  
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Participant  Yes, yes it is. It is. It is, er ja it is 
Researcher  
 
And er what are you other challenges you experiencing, with 
regards to your role or tell me more about other challenges 
Participant  Other challenges (thinks) we said recovery , we said drugs 
Researcher  You said recovery, you said drugs, what are the other experiences  
you have as an ODA 
Participant  Er,  joh its, its challenging 
Researcher  It’s challenging 
Participant  It’s challenging for me (Laughs). But it’s been good. It’s, I don’t 
know. Its fulfilling 
Researcher  
 
It’s fulfilling. It’s been good 
Participant  Yes it’s fulfilling yes. It’s just that we, I think the ones before us er 
because of the work ethics that we have, er I don’t know. They are 
sort of now getting use to the idea that we are theatre trained, we 
know what we doing. Er ‘cos sometimes I think we looked down 
upon, but know that we, they are used to us, I think more trust is 
been put onto us than I was really expecting.  
Researcher  Mmh  
Participant  Especially people take pride in what, what they you do. So we are 
a new group coming into this nursing environment. We are not 
SANC er registered. There was a bit of I don’t known a challenging 
part introducing it, explaining our roles. So I think we are getting 
there. We are getting there. They are slowly but surely coming to 
accept, that this profession does exist 
Researcher  Okay you said in the beginning, that you feel that you looked down 
upon 
 103 
Participant  Mmh hmm 
Researcher  
 
What makes you use those words down upon? What are the  
experiences you’ve had that you would say you looked down upon 
Participant  Mmh hmm. Okay it’s not every day and it’s actually not er, its not 
every day and even if it’s that person it’s not every day that that 
person would do such. Let’s say I am in theatre and then I am 
scrubbed for a case, er sometimes you can prepare according to 
the doctors protocol, but some of the things you, the doctor will just 
see something and want something else. So if you are asking a 
person to go and fetch it for you, a person on the floor I believe. I 
don’t know if they know the scope of practice or what they 
supposed to do. A person on the floor is actually a runner 
Researcher  Mmh  
Participant  So when you give an instruction that maybe you would like them to 
get something for you, it’s like why didn’t you bring that? Like you 
can’t bring each and everything from the store, er to the theatre 
Researcher  Mmh 
Participant  Yes we can bring those for, usually the things we prepare for 




Participant  Like my basic, I actually have that all the time 
Researcher  Mmh, mmh 
Participant  But sometimes he, he will just change. Doctor will just change and 
say no, this time I want a smaller needle 
Researcher  Mmh 
Participant  So you brought the bigger needle as per protocol, but this time you 
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like no I want a smaller needle. So you ask for the other one. So its 




Participant  But then, you can’t. Yes you can prepare to the tee, but in some 
situations you can’t. 
Researcher  Mmh  
Participant  So sometimes a person would, why you didn’t bring that and 
maybe they will take the whole 30 minutes. Especially as well with 
documentation. I don’t think people , but I think its more people 
don’t understand their scope of practice and what is expected of 
the during an operation or during or during a procedure 
Researcher  Mmh  
Participant  Documentation especially for me is a big problem. Whether it’s an 
E/N, ENA or even a sister on the floor, er especially with the 
professional nurses. I am very disappointed. You’ll find that not like, 
what I know is that the floor nurse should also as well as much as I 
have to anticipate the doctors er, anticipate doctor’s actions. They 
also should anticipate ours. So the more we want things. They 
should  record, keep record of cos I am scrubbed, they are like my 




Participant  So you find that there is nothing documented. So when I have to 
handover I still have to document everything that happened in 
theatre and then handover. Which takes, which makes their 
turnover time more for us. You’ll find that if I’m on the floor as soon 
as the professional nurses there in theatre, proof read what I just 
err wrote. They just have to sign and their turnover time is less. So, 
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I, I think its because then even if you can tell them please write for 
me. We are inserting a drain and we are suturing it with nylon. You 
go there, there’s nothing. 
Researcher  Nothing written 
Participant  So I just think it’s because  they don’t take you seriously or they 
don’t think it is important for them to do that 
Researcher  Is this only the registered nurses  
Participant  Shakes her head indicating 
Researcher  
 
More the registered nurse doing this 
Participant  Er I would say it’s the same 
Researcher  It’s the same  
Participant  Ja 
Researcher  The floor nurses, the registered nurses 




Participant  But now it’s, it’s, it’s changing 
Researcher  Changing because of you 
Participant  Because we tell them it takes longer for us to, the turnover it takes 
long 
Researcher  So they must write all  of it so then turnover to be quicker 
Participant  Yes, yes quicker 
Participant  Yes. Yes 
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